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Present Status of Prevention and Treatment 


JOHN E. CONNOLLY, M.D., and JOHN W. SMITH, M.D., Palo Alto 


ONE OF THE MOST perplexing complications follow- 
ing abdominal operations is bowel obstruction sec- 
ondary to intestinal adhesions. Intestinal adhesions 
rarely occur without a history of an abdominal oper- 
ation and commonly the intervention was either 
appendectomy or a gynecological procedure. The 
obstruction is almost always of the small intestine 
and in about one-fourth of patients strangulation 
occurs. 


The initial operative treatment is usually lysis by 
sharp dissection of the obstructing adhesions. How- 
ever, many patients treated in this way return with 
repeated episodes of bowel obstruction and may un- 
dergo laparotomy a dozen or more times for lysis of 
recurrent adhesions. Many surgeons believe there is 
no adequate solution to the problem of adhesions 
and obstruction. 


It is well known that the severity of adhesions is 
related in part to mechanical trauma and sepsis, and 
therefore attempts to control these etiological factors 
have merit. Trauma to peritoneal surfaces causes in- 
flammation and exudate which, in turn, lead to adhe- 
sions. The common mechanical insults at the time of 
operation are rough handling of tissues, improper 
use of retractors, excessive packing with gauze, use 
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e Although many treatments have been pro- 
posed for the prevention of intestinal adhesions, 
none has been completely effective. For bowel 
obstruction due to adhesions the initial approach 
should be conservative. If operation becomes 
necessary, the best results depend on avoidance 
of trauma and infection, division of adhesions 
with cautery, use of mesothelial grafts, instilla- 
tion of intraperitoneal hyaluronidase and stimu- 
lation of early postoperative peristalsis. In the 
event of massive adhesions or failure of other 
treatment, intestinal plication is the treatment 
of choice. 


of dry gauze, unnecessary sponging, contamination 
with glove powder, mass ligatures and the use of un- 
necessarily large needles, sutures and hemostats. 
Other common sources of peritoneal injury are bac- 
terial, chemical and thermal trauma. 

Although it was previously believed that all de- 
nuded areas of peritoneum should be closed by over- 
sewing, several recent investigators have questioned 
this. Robbins, Brunschwig and Foote”* noted that 
although it was often impossible to cover large peri- 
toneal defects in patients undergoing extensive exen- 
teration procedures for malignant disease, postoper- 
ative obstruction from adhesions rarely occurred. 
These investigators and others*®:° reaffirmed in ex- 
periments on animals that any form of reperitoneali- 
zation increases the incidence of adhesions. 

After experimental observation that there was less 
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recurrence after adhesions were freed by cautery, 
several investigators*’?® have recommended this 
method of lysis. The reason for the better result, 
they explained, was that division by coagulation left 
dead tissue on exposed surfaces and healing oc- 
curred beneath before separation of the eschar. 

Many ways to prevent recurrent adhesions have 
been proposed, among them the interposition of foil 
or membranes to keep adjacent areas of bowel from 
touching, feeding an iron suspension by mouth and 
then moving a magnet over the abdomen postopera- 
tively, introduction of various solutions, such as sa- 
line and glucose solutions and amniotic fluid, and 
use of the enzymes papain and trypsin. None of them 
has stood the test of time.* 


During the past two decades a number of other 
agents have been recommended as effective in pre- 
venting recurrent adhesions. In the early 1940’s the 
sulfonamides were thought to hold promise for this 
purpose. It was hoped that their power to combat 
infection would preclude adhesion formation. How- 
ever, both experimental and clinical studies showed 
that in powdered form the sulfonamides cause adhe- 
sions and are thus more harmful than beneficial.® 


Prevention of coagulation of the exudate at the 
site of peritoneal injury may prevent the formation 
of adhesions, since fibrin provides the framework for 
the migration of capillaries and fibroblasts. The only 
anticoagulant which has been effective in preventing 
adhesions is heparin.’* The recommended dose of 
40,000 units was given intraperitoneally over a pe- 
riod of three days, starting at the time of operation. 
Twenty-one cases in which heparin was used have 
been reported.}?*:14 In three of them the patients 
died of hemorrhage, while in two recurrent obstruc- 
tion developed. No clinical reports on the use of 
heparin against adhesions have appeared in the last 
ten years. 

Omental grafts were suggested many years ago as 
a means of covering traumatized bowel to prevent 
adhesions, but use of them was abandoned. The 
method has been revived with some success.':*° and 
more recently the use of only the mesothelium as a 
graft has been reported. The graft may be taken 
from mesentery, omentum, falciform ligament or 
parietal peritoneum. There is both experimental and 
clinical evidence that this is a useful method of cov- 
ering small areas of injured bowel and preventing 
recurrent adhesions. 


In an effort to prevent prolonged contact of peri- 
toneal surfaces, some investigators gave 0.25 mg. of 
prostigmine every four hours for 48 hours, after 
lysis was carried out, to stimulate early peristal- 
sis.»?3 Experimental studies showed that in animals 
so treated the recurrences were fewer and less dense 
than in animals treated with atropine rather than 
prostigmine. No reports of use of this method in hu- 
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mans have appeared but experimental results are 
promising enough to recommend clinical trial. 


The use of plasmin and streptokinase-streptodor- 
nase to prevent adhesions has also been investigated 
in the laboratory.1*5 The rationale is that these 
agents act as fibrinolysins which interrupt the mech- 
anism of formation of adhesions by removing fibrin. 
Since the evidence in support of these agents is con- 
tradictory and no clinical studies have been reported, 
further animal investigation is in order before clini- 
cal application can be recommended. 


Hyaluronidase has been studied as a preventive 
agent against adhesions. It has been postulated that 
it promotes absorption of fibrin and other elements 
of exudate, although other observers?’ have ex- 
pressed belief that it acts by suppression of fibro- 
blasts. While experimental studies have shown that 
it does not completely prevent adhesions,®" results 
have indicated that its use leads to a decrease in the 
number and density of adhesions. Of twenty-six pa- 
tients in whom hyaluronidase was used, only two 
had subsequent obstruction in a ten-year follow-up.'® 
The drug was employed intraperitoneally, after lysis 
of adhesions, in a dose of 37,500 units in 20 cc. of 
saline solution. 

Corticotropin, cortisone and hydrocortisone have 
been studied with regard to effect on the formation 
of adhesions. The available experimental reports 
suggest that although these drugs are effective in de- 
laying the formation of adhesions they do not pre- 
vent or modify the final extent of such lesions.” In 
limited clinical use, cortisone has been ineffective in 
preventing adhesions.'° 


Plication of the intestine is another approach to 
the problem of adhesions. Advocates of this proce- 
dure, believing that there is no satisfactory method 
of preventing adhesions, hold that control over the 
points at which adhesions occur is the only likely 
way to prevent recurrent obstruction. The method 
of intestinal plication, first described in 1937,!7 con- 
sists of folding the small bowel back and forth on 
itself and holding it in position by suture of the 
mesentery. This is carried out after all adhesions 
have been divided, whether they are obstructing or 
not. There have been enthusiastic reports concerning 
this operation,)®?°?4 and many patients who had 
had countless previous operations for adhesions re- 
mained free of obstruction thereafter. The overall 
reported rate of recurrent obstruction following pli- 
cation is 12 per cent,® and most of the cases in which 
obstruction did recur were those in which the pli- 
cated bowel did not stay together, or where not 
enough small bowel was included in the plication. 
The best results were obtained when the entire small 
bowel was plicated. The technical details of the oper- 


ation have been well described by Noble'® and Bar- 
ron and Fallis.' 
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CONCLUSIONS 


The initial approach to bowel obstruction due to 
intestinal adhesions should be conservative. This 
consists of intubation, suction and supportive ther- 
apy. However, unless evidence of recovery is prompt 
and unequivocal, operative intervention is impera- 
tive. 


At operation, careful cleansing of gloves, avoid- 
ance of trauma to peritoneal surfaces and absolute 
asepsis are necessary. The obstructing adhesions 
should be divided by coagulating cautery. Small 
peritoneal defects should be covered by grafts of 
mesothelium from omentum or mesentery. Large 
peritoneal defects should be let alone. Hyaluronidase 
solution should be instilled into the peritoneal cavity 
before closure. Except in the case of anastomosis, 
the bowel should be stimulated toward early peristal- 
sis by drugs. 

In the event the above regimen is not successful, 
or for the patient with massive adhesions, plication 
of the entire small bowel is the most effective therapy 
available. 

Stanford Medical Center, 300 Pasteur Drive, Palo Alto (Connolly) . 
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Basilar Artery Disease 


Clinical Manifestations 


W. W. ANDERSON, M.D., and R. MARY JAROS, M.D., San Francisco 


IN RECENT YEARS basilar artery disease has received 
a great deal of attention from neurologists as well as 
other physicians who are interested in cerebral vas- 
cular conditions, The classical description of this 
syndrome was given by Kubik and Adams! in 1946. 
It has been further documented by reports from the 
Mayo Clinic** as well as from neurologists in several 
other centers in the United States. 

The present report is of 35 cases of basilar artery 
syndrome in which the patients were observed by the 
authors or in which the clinical summaries and re- 
ported neuropathological observations were felt to 
be of sufficient interest to warrant including them. 

The series included 22 males and 13 females rang- 
ing in age from 42 to 90 with an average of 62 years. 
Twenty-four of the patients had blood pressure 
higher than 145/90 mm. of mercury and 11 also 
showed evidence of having generalized arterioscler- 
osis, which may or may not be associated with the 
two previously mentioned disease entities. 

Seventeen patients gave a clear history of ischemic 
attacks; and a history suggestive of ischemic attacks 
was obtained in other patients but it could not be 
clearly substantiated before a thrombotic episode 
and death. 

The criteria for anticoagulant therapy are (1) 
a cooperative patient; (2) no medical disease that 
would contraindicate the use of anticoagulants; (3) 
a physician who is familiar with the management of 
patients receiving anticoagulants; and (4) blood 
pressure below 190/110 mm. of mercury. The pa- 
tient and the family should be informed about the 
possible side effects as well as the rationale for the 
use of the therapy. 

Eight patients were treated with anticoagulants 
and at last report were getting along very well, with- 

out recurrence of attacks. In two other cases com- 
plete thrombosis of the basilar artery occurred de- 
spite anticoagulant treatment and the patients died. 
A high proportion of the patients in the series had 
ischemic attacks, which often were not recognized 
by their family physicians, for as long as four years 
before the occurrence of a thrombotic episode. For 
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e Patients with basilar artery disease show their 
first symptoms by characteristic ischemic at- 
tacks. If the attending physician correctly diag- 
noses the condition and initiates anticoagulant 
therapy before a catastrophic episode occurs, 
there is reason to believe that the disease may be 
arrested temporarily. 





this reason a report of some of the typical ischemic 
attacks as described by patients in the group studied 
would appear worthwhile. 


REPORTS OF CASES 


Case 1. A 55-year-old hypertensive white woman 
described many episodes of severe vertigo occurring 
almost daily for four years before the occurrence of 
an acute thrombotic episode. Three months before 
she entered the hospital she had a severe episode of 
vertigo which was followed by deafness in the right 
ear. Severe vertigo also occurred at the time of the 
thrombotic episode, which left her with multiple 
palsies referrable to the cranial nerves, severe dys- 
arthria and bilateral long-tract signs. At last report 
the patient was in a rest home receiving terminal 
care. 


CasE 2. A 42-year-old white man, observed in 
neurological consultation, had a history of periodic 
alternating hemiplegias, blurring of vision and se- 
vere dysarthria. Quadriplegia developed while he 
was in the hospital, and administration of anticoagu- 
lants was immediately started. At last report he had 
been doing well for two years and had returned to 
work. Bilateral carotid arteriograms in this patient 
were entirely within the limits of normal. 


Case 3. A 44-year-old white man gave a history 
of having two types of ischemic attacks: (1) Mental 
confusion and almost complete loss of vision in both 
eyes, lasting from 2 to 5 minutes, (2) severe vertigo 
with quadriparesis. After repeated attacks in the 
period of a year, anticoagulants were administered. 
Two weeks after this therapy was begun the patient 
suddenly died and at autopsy a pontine hemorrhage 
was observed. Pronounced calcification in the bas- 
ilar and vertebral arteries was seen in x-ray films of 


the skull. 
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Case 4. A 50-year-old hypertensive white man 
gave a history of having had severe attacks of ver- 
tigo, circumoral numbness, dysarthria and weakness 
of the left arm and leg daily for three months. One 
typical attack was witnessed by the author who noted 
that during the attack the patient had vestibular nys- 
tagmus, pronounced dysarthria, depressed corneal 
reflexes, left-sided pyramidal tract signs and slight 
mental confusion. These signs disappeared within 
five minutes, except for the depressed abdominal re- 
flexes and the left extensor plantar response, When 
last observed the patient had been receiving anti- 
coagulant therapy for four months and was free of 
ischemic attacks. 


Case 5. A 57-year-old white man complained of 
periodic episodes of dizziness, diplopia and unsteady 
gait for five months, At times he had as many as ten 
of these attacks a day. Three months before entering 
the hospital the attacks began to be associated with 
circumoral numbness. The day before entering, he 
had an episode of severe vertigo, nausea and vomit- 
ing and numbness of both the upper limbs. The final 
day, complete occlusion of the basilar artery oc- 
curred after one of the typical spells, and pathologi- 
cal examination confirmed the clinical impression. 


Case 6. The patient, a 65-year-old woman, had 
had repeated attacks of vertigo, dysarthria, diplopia, 
numbness of the right side of the face and parapare- 
sis lasting from 1 to 5 minutes for five days before 
she was observed in consultation. When last ob- 
served, she had been receiving anticoagulant therapy 
for three months and had had no more ischemic at- 
tacks. An x-ray film of the chest showed pronounced 
calcification of one aortic arch. 


Headache was one of the most common symptoms 
in patients with ischemic attacks as well as in those 
who had occlusive episodes without a definite history 
of neurologic disease. The headache was usually in 
the suboccipital region and, while not severe, often 
was painful enough to cause the patient to use an 
analgesic drug. Very often headache preceded the 
thrombotic episode. Some investigators believe that 
headache in such cases is secondary to dilatation of 
the external carotid artery.? Very frequently the ter- 
minal thrombotic episode began with suboccipital 
headache. 

Paralysis of various types, involving two, three or 
four limbs was also commonly noted in patients with 
basilar artery occlusion. Visual disturbances, rang- 
ing from almost complete loss of vision in both eyes 
to slight blurring of vision in one or both eyes, were 
extremely frequent. Diplopia in one or more than one 
field of gaze was observed in 13 of the 35 patients. 
Tinnitus was not a common symptom. Sensory dis- 
turbances of various types were elicited in the his- 
tory taking, the most common being circumoral 
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numbness and numbness of one side of the face and 
the opposite side of the body. Twenty-three of the 35 
patients gave a history of vertigo, generally speak- 
ing not associated with tinnitus. Only one patient 
reported loss of hearing. 

Conjugate gaze palsies or impairment referrable 
to the third, fourth or sixth cranial nerve on one or 
both sides were frequently noted. Of special interest 
was the case of a 55-year-old woman with a history 
of hypertension, rheumatic and arteriosclerotic heart 
disease who had a sudden episode of syncope lasting 
five minutes. When she awoke, bilateral third nerve 
palsy was noted. She died later of a massive occlusion 
of the right middle cerebral artery, and at autopsy 
cystic changes were observed in both oculomotor 
nuclei. Visual field defects, including altitudinal field 
defects and cortical blindness, were noted in seven 
patients. In a number of cases adequate examination 
of visual fields could not be carried out. Bilateral 
facial and pharyngeal weakness or paralysis was 
noted in 25 patients. The corneal reflexes were char- 
acteristically absent or depressed in the great major- 
ity of the patients who died or were under terminal 
care at the time of this report. 

Sensory examination of severely ill patients was 
of little help in establishing a diagnosis. In the case 
of patients who were having ischemic attacks, the 
history of circumoral numbness or paresthesias in- 
volving one or both sides of the body was undeni- 
ably one of the factors in establishing a diagnosis. 

The motor system was involved in 34 of the 35 
patients, and history of bilateral tract involvement 
was given by all of the 25 patients who died or were 
under terminal care at the time of this report. Dys- 
metria and dysdiadochokinesia were also quite fre- 
quently noted; but in the case of severely ill patients 
with pronounced involvement of the pyramidal tract, 
observation for these signs was not feasible. 

Either unilateral or bilateral extensor response to 
plantar stimulus was noted in all patients in the 
group who died or were under terminal care. Abnor- 
mality of abdominal reflexes was also noted in all 
such patients. A tendency to plantar response was 
noted also in patients who were having minimal 
ischemic attacks, even in the period when they had 
no symptoms. 

Three of the patients became akinetic and mute 
but were able to understand spoken directions. 

Calcification in the carotid, basilar or vertebral 
arteries, or in branches of the thoracic aorta, were 
observed in six patients. 

Spinal fluid examination was carried out in 26 
cases. In 13 of them the protein content was above 
50 mg. per 100 cc. The highest value obtained 
was 164 mg. In one patient the cerebrospinal fluid 
pressure was 240 mm. of water, the only case in 
which pressure exceeded 200 mm. 
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Two of the patients died while receiving anticoag- 
ulant therapy; in one of them (previously men- 
tioned) death was believed attributable to the drug. 
The other patient, after being symptom-free for 
about a year, suddenly became quadriplegic, anarth- 
ric and comatose at his home. He died and at au- 
topsy thrombosis of the basilar artery was noted. 
One hypertensive and diabetic patient who refused 
anticoagulant therapy was living and well at the time 
of this report, two years after onset of symptoms, 
except for periodic attacks of vertigo. 

In electroencephalograms, obtained in six pa- 
tients, no specific pattern was noted, only generalized 
slowing. 

All but two of the 21 patients who died were ex- 
amined neuropathologically at autopsy. Of these pa- 
tients, eight had the thrombotic lesion at the level 
of the junction of the vertebral and basilar arteries. 
Five of them had thrombosis in the distal end of 
the pons with resultant infarction in the distribu- 
tion of the posterior cerebral arteries and superior 
cerebellar arteries. In the remainder of the cases 


there was rather diffuse thrombosis with areas of 
infarction extending throughout the distribution of 
the basilar artery. In the cases discussed in this 
paper, it will be seen that these ischemic attacks are 
fairly classical. The physician who makes such a 
diagnosis should institute therapy, if there are no 
contraindications. 


_ Department of Neurology, University of California School of Medi- 
cine, San Francisco 22 ( Anderson). 
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California Medical Association Medical Motion Pictures 


DAYTIME FILM SYMPOsIUMS, like those that were so popular during the 1959 
and 1960 Annual Session of the California Medical Association, are being 
planned for the 1961 meeting, April 30 to May 3, 1961, Ambassador Hotel, 
Los Angeles. Evening film programs will be planned for physicians, their wives, 


nurses and ancillary personnel. 


Authors wishing to show films should send their applications to Paul D. 
Foster, M.D., California Medical Association, 2975 Wilshire Boulevard, Los 
Angeles 5. All authors are urged to be present, as there will be time allotted 
for discussion and questions from the audience after each film. 


Deadline: November 1, 1960. 
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An “Integration Conference” in a General Hospital 


WALTER R. BUERGER, M.D., Covina, PHYLLIS WRIGHT, M.D., 
and ELAINE BEAM, M.S.W., Los Angeles 


THE MYRIAD of responsibilities associated with in- 
ternship and residency often results in a tendency 
to treat patients as cases rather than as people. A 
more integrated approach to the mental, emotional 
and social aspects as well as the physical problems 
of patients has long been recognized as desirable.”** 
To accomplish this, one of us inaugurated a monthly 
“integration conference” for medical-psychological 
problems in the pediatric department at Harbor 
General Hospital, Torrance, nine years ago. 


The name integration conference proved to be 
particularly apt, since we were trying to integrate 
several different factors of a complex problem. These 
factors included: 


1. The patient himself. He was to be treated not 
as a physical problem or as a mental or emotional 
one, but as a whole person. 

2. The patient’s environment. His social, as well 
as his physical environment. 


3. Our own disciplines. Pediatric, social approach, 
teaching, psychiatric and psychological appraisal. 


4. The community’s facilities. Special schools, 
family service agencies, mental hygiene clinics, pro- 
bation department, mental institutions and the like. 


The term, integration conference, which was orig- 
inally chosen for its teaching value in emphasizing 
the treatment of the whole patient, has been used 
ever since. 

In the integration conference we saw patients who 
had physical disorders with large emotional com- 
ponents, especially chronic or recurrent illnesses like 
asthma, epilepsy and mental deficiency. An attending 
pediatrician, pediatric residents and interns, pedi- 
atric nurse, occupational therapist, social worker, 
teacher, psychologist and, when available, a psychi- 
atrist, first discussed the child’s problem, each from 
the point of view of his specialty. Then the parents, 
with or without the child, were interviewed; and 
after they were dismissed, the child’s problem was 
discussed further and recommendations made. These 
recommendations were then discussed with the par- 
ents by the integration staff member best qualified 
to interpret them—usually the intern or resident. 


From the Harbor General Hospital, Torrance. 
Submitted October 30, 1959. 
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e An “integration conference” has been devised 
to bring about an integrated approach by the 
whole staff of a hospital to the whole patient in 
his whole environment. The aspects of the en- 
vironment which the conference served to inte- 
grate included the family, the hospital, and all its 
disciplines, and the community and all its avail- 
able resources. The conference was found to be 
of value to the patient, his parents, the interns 
and residents, the specialties in the hospital, the 
hospital as a whole and the community. 





In order to present problems in an orderly man- 
ner, a regular procedure was followed: 

1. Presentation of medical aspects of the problem 
by pediatric intern or resident. This included phy- 
sical findings, results of laboratory tests, x-ray 
studies, electroencephalographic tracings and other 
data, as well as his impression and reasons for re- 
ferral to the conference. 

2. Social aspects by the social worker. She had 
already contacted the child and his parents and also 
had easy access and good rapport with other social 
workers in the hospital and social agencies in the 
community. 

3. School report by teacher. We were fortunate 
that the local school district supplied a full-time 
teacher for children in hospital. Often the teacher 
had visited the child in the hospital or, if not, had 
easy access to other teachers who had. 

4. Mental and/or emotional testing by psycholo- 
gist. Not only was an estimation made of the child’s 
intelligence but personality tests such as Rorschach, 
Goodenough, Bender and Gestahlt were evaluated. 
Also, after the psychologist had spent two or more 
hours with the patient, his total evaluation of the 
patient’s behavior was invaluable. 

5. Psychiatric aspects (by the psychiatrist). Un- 
conscious motivations in patients and families were 
clarified, which helped in classification of emotional 
developmental material. On several occasions the 
psychiatrist made a specific diagnosis of a psychi- 
atric or psychosomatic illness. 

6. General discussion. Residents and interns were 
drawn into discussion and encouraged to raise ques- 
tions and make comments. “Brain-storming™ for 
off-the-cuff ideas and thoughts of the entire group 
was encouraged. 
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7. Interview with parent or parents with or with- 
out the child’s presence. The interview was led by 
the attending pediatrician or psychiatrist, but some 
questions were accepted from the group. 

8. General discussion after the patients had left 
the room. At this time an opportunity was given for 
all to contribute ideas, many of which were specific 
and constructive. 

9. Recommendations were made. 


10. Conveyance of recommendations to parents 
was carried out as previously described. The social 
worker then had the responsibility to follow up on 
the recommendations and report to the group at a 
later date. 


Reports of the cases of three patients will illustrate 
some of the values of the integration conference. 
The first is that of Janet L., whose presentation was 
both of teaching value and of value to the patient 
and her family: 

Medical aspects. The patient, a girl three and a 
half years old, had a 29-year-old father, a 24-year- 
old mother and five siblings. The family constella- 
tion was as follows: 





Father 


] = male 
O = female 


At 18 months of age, the patient was first brought 
to the hospital in extremis with chronic malnutrition. 
She weighed 15 pounds, had pneumonia and proba- 
ble mental retardation as a result of old subdural 
hematomas. At the time of operation for removal 
of the subdural hematomas, pronounced atrophy of 
the brain was noted. When discharged from the 
hospital (after several weeks) the patient weighed 
20 pounds. 

A year later, after repeated broken appointments 
and follow-up letters, the patient was returned, dirty, 
malnourished, still weighing 20 pounds. A pneu- 
moencephalogram showed bilateral cortical atrophy. 
Eight months later the call came in, “Send an am- 
bulance; my baby is in a coma.” The patient then 
was extremely emaciated, weighing only fifteen and 
a half pounds, with multiple perineal furuncles. 
During two months in the hospital, treated only 
with food and vitamins, the patient gained 15 
pounds, and started to say a few words. 

Social aspects. In light of repeated failure to keep 
clinic appointments and three episodes of starva- 
tion, there was question in the minds of the mem- 
bers of the house staff as to whether the child could 
be adequately cared for at home. On the other hand, 
perhaps anticipating some legal action in this re- 
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gard, the father had hired an attorney to be sure 
to retain custody which seemed to indicate the child 
was not unwanted. 


Interview with parents. The parents expressed a 
desire to take the child, to build her up and to keep 
all future appointments at the hospital. They said 
that they had missed previous appointments because 
they had not known they had any. They explained 
that they had been unable to visit the child during 
regular visiting hours because they were both work- 
ing; and that when they did visit, they missed seeing 
the physicians who were assigned to her because 
the physicians were off duty. They both expressed 
concern about the child’s temper tantrums and her 
failure to eat. 


General discussion, recommendations and follow- 
up. It was decided to keep the child in the hospital 
for a longer period for further medical treatment, 
to secure developmental testing and meanwhile to 
get an interview with the mother by a psychiatrist. 
Developmental testing indicated that the child, who 
was three and a half years old, had a developmental 
level of 18 to 24 months, with some spotty achieve- 
ments up to three years. The psychiatrist, after a 
private interview, did not feel that the mother was 
willfully destructive, although there may have been 
unconscious death wishes because the child was 
very hard to manage. As a result of these interviews 
the parents accepted foster home placement, which 
temporarily both relieved the harassing home situa- 
tion and was beneficial to the child. 

The integration conference served the following 
functions in this instance: 

Clarified for the house staff the rejection feelings 
of a mother for a “brain damaged” child. 

Brought out that neither parent was psychotic or 
had conscious infanticidal tendencies. (This was in 
contrast to the house staff’s previous opinions due to 
the indescribably neglected appearance of the child.) 

Emphasized the inadequacy of quick clinic visits 
with changing medical personnel, and the need of 
parents for a specific regimen to follow. 

Brought about a voluntary acceptance by the 
parents of the proposal of a foster home. 


7 7 t 


A second child who benefited from presentation 
to the integration conference was a boy with a 
previously undiagnosed incipient psychosis: 

1. Medical aspects. The patient was an 11-year- 
old boy who was under observation for a convulsive 
disorder. He had had several febrile convulsions in 
early infancy, then none until he had typical bulbar 
poliomyelitis at the age of ten years, necessitating 
several weeks in a respirator and elective trache- 
otomy. During the time he was in hospital for polio- 
myelitis, he had several more clonic convulsions and 
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was noted to be a “behavior problem.” Thereafter 
anti-convulsant therapy was administered by a pri- 
vate physician until the patient was admitted to 
Harbor General Hospital for further study. 

While on the children’s ward he was noted to have 
a precocious vocabulary, to be a “lone wolf” and 
to be so assaultive toward the smaller children that 
he had to be restrained in a private room. His mother 
related the onset of all his behavior difficulties to 
the attack of poliomyelitis the previous year. 

Because the seizures were very bizarre, did not 
respond to anticonvulsant treatment and appeared 
to be brought on at will by the patient, he was 
presented for review at integration conference. 

Review of the hospital records during the episode 
of poliomyelitis indicated that the patient definitely 
had bulbar poliomyelitis without evidence of en- 
cephalitis, and that he had never been anoxic. 
(In other words, contrary to his mother’s belief, 
it was felt that his behavior and “seizure” difficulties 
could not justifiably be considered a result of polio- 
myelitis. ) 

2. School aspect. A history was elicited of dif_i- 
culties with truancy, lying and stealing, and assaul- 
tive behavior beginning in kindergarten (five years 
before he had poliomyelitis). Although his intelli- 
gence quotient was 95, he had a poor attention span 
and spotty academic achievement. 

3. Psychiatric aspect. After reviewing a battery 
of psychological tests and interviewing the patient 
and his mother, the psychiatrist reported that the 
patient was a juvenile schizophrenic, and recom- 
mended admission to Camarillo State Hospital Ju- 
venile Service for treatment. 

Interview with mother and follow-up. The mother 
was at first very resistant to this diagnosis and 
refused to permit admission to the mental hospital. 
She preferred to try to manage the patient with the 
help of a mental hygiene clinic and our pediatric 
clinic. 

After one year during which he gradually de- 
teriorated, his case was again reviewed in integra- 
tion conference, and at that time his mother agreed 
to voluntary commitment in Camarillo. At Camar- 
illo the diagnosis of schizophrenia was confirmed, 
and after months of psychotherapy as an in-patient, 
the patient was able to return home considerably 
improved. 

In this complicated case, review in the integration 
conference served to clarify the diagnosis and to 
help the mother agree to appropriate treatment. Of 
especial help in this child’s case were the contribu- 
tions made by the school teacher in documenting 
the behavior problems before the patient had polio- 
myelitis and by the psychiatrist in arriving at the 
final diagnosis. 
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Another patient, a boy with high intelligence and 
multiple congenital defects, also benefited from an 
integration conference. 

1. Medical aspects. The patient was a 5-year-old 
Negro boy who had been in hospital almost his entire 
life for the treatment of multiple congenital anomal- 
ies including extrophy of the bladder, bilateral 
hydronephrosis and hydro-ureters, absence of ab- 
dominal muscles and congenital dislocation of the 
hips. After maximum hospital benefit was obtained 
from pediatric, urological and orthopedic care, it 
was decided to return him to the care of his father 
and stepmother and to observe him periodically in 
the outpatient department. 

2. Social aspects. The patient’s biological mother 
had disappeared shortly after his birth. His father, 
age 28, then married a 17-year-old girl and they had 
recently had their first baby. Because the mother 
was busy with this infant, and had never known or 
felt any responsibility for the patient, she was 
opposed to accepting him into their home. From 
the first she voiced doubts as to her ability to look 
after his medical problems such as the care of his 
indwelling catheter; and after a trial period of 
several weeks she returned him to the hospital, 
saying she could no longer keep him at home. 


3. School aspects. Preliminary intelligence testing 
indicated that the patient had a superior intelligence 
in the range of a quotient of 125 to 130. 

4. Interview with stepmother. The stepmother 
still voiced doubts about her ability to handle the 
patient’s physical problems. 

5. General discussion. The stepmother’s rejecting 
attitude now seemed understandable in view of the 
complexity of the physical care required and the 
stepmother’s youth and inexperience. It was agreed 
that the patient needed a warm emotional climate 
and that foster care or even the hospital ward where 
the routine was familiar and the staff friendly might 
be preferable to a family who rejected him. 

6. Recommendations and follow-up. It was agreed 
to keep the patient in the hospital until just the 
right foster home could be found. Although at first 
this appeared to be an impossible search, by stress- 
ing to potential foster parents the patient’s attri- 
butes, his intelligence, his responsiveness and his 
real need, a suitable foster home was found. The 
patient thereafter lived happily in an excellent home. 
He maintained, through the child placing agencies 
of the community, good rapport with the hospital 
staff but obviously preferred and was proud of his 
new parents and new home. 

As a result of integration conference, the tendency 
on the part of some members of the house staff to 
force this child upon his father and stepmother 
disappeared. Greater insight into the situation re- 
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sulted in an opportunity for a child with multiple 
congenital defects to develop into a happy, emo- 
tionally well-adjusted child. 

In these and other cases the integration conference 
had a definite therapeutic as well as a teaching 
value for the participants. It was of therapeutic value 
to: 


The patient. He sometimes gained in understand- 
ing of his own problem; he always benefited from 
a greater acceptance and understanding of himself 
by the house staff. Often, integration of the old 
information on a child resulted in a new viewpoint 
and in new material being uncovered. No unpleasant 
repercussions or criticisms have been noted as a 
result of inviting a child to attend the conference. 


The patient’s parents. Parents had an opportunity 
to talk out their problems in a conference centered 
around their child. Often they were extremely 
pleased by the interest shown in them by so many 
people. Sometimes they had an opportunity to 
express resentments toward the hospital for misun- 
derstandings that inevitably arise. They also bene- 
fited from greater acceptance and understanding of 
their child and of themselves by the house staff. 
Beneficial results were enhanced if both rather than 
just one parent attended the conference. Here, too, 
no unpleasant repercussions or criticisms were noted 
afterward as a result of inviting the parents to attend 
the conference. 

The integration conference was of teaching, or 
one might say of learning, value to: 

The interns and residents. They learned an inte- 
grated approach toward the patient, seeing him as a 
whole, rather than as just another physical problem 
such as “a case of congenital deformity.” They also 
learned to see parents as people with problems, and 
not as annoying disturbers of routine. They likewise 
were more likely to call on the social service depart- 
ment in all cases for the help they had found the 
department able to give. Their enthusiasm and de- 
sire to have the conference held helped maintain it 
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through times of tribulation and lack of personnel 
when the temptation might have been to discontinue 
it. 


The specialties. It was satisfying to find the in- 
tegrated efforts of the pediatrician, psychiatrist, 
psychologists, teachers, social worker and nurse re- 
sulting either in a complete or partial solution to the 
patient’s problem; or in a recognition that the 
problem was too complex to be solved by the efforts 
of any one person working alone. 

Better support and direction was given to social 
service in helping to solve problems. Previous to the 
conference, the social worker sometimes had the 
feeling that she was struggling all alone with a 
problem in which no one else was particularly 
interested. 

Better use was also made of the teacher’s obser- 
vation of the behavior patterns of children. She 
became more alert and interested and more free to 
bring facts, otherwise overlooked, to the house 
staff’s attention. Closer integration of the medical, 
social service, nursing and teaching departments in 
the hospital make for more effective treatment and 
therefore less complaints to the hospital administra- 
tion regarding misunderstandings and actual or 
fancied inadequacies of patient care. 

The community. The public health department, 
bureau of public assistance, probation department, 
family service and mental hygiene agencies all were 
involved in some of the cases dealt with by the con- 
ference. Better integration of their facilities was 
of benefit to patient and agency alike. 

474 West Badilla Street, Covina ( Buerger) . 
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The term heat prostration was erroneously used in a case report published 
on page 350 of the May issue of CaALIFoRNIA MEDICINE. The proper epithet for 


the condition described by the author is heat stroke. 
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Bone Banks 


A New Concept in Procurement and Storage for 


Homologous Grafts 


LEONARD MARMOR, M.D., Los Angeles 


A supPLy of an unlimited amount of bone for graft- 
ing has always been a great problem to surgeons. In 
children this has been an even greater problem as 
there is no ready source. In the past, bone banks 
were composed of sterile specimens obtained in the 
course of various surgical procedures. For example 
a rib may be obtained from a patient undergoing 
thoracotomy. This is a very limited source of homol- 
ogous bone for replacement. 

By a new method of procurement the division of 
orthopedics in the Department of Surgery at UCLA 
Medical Center has obtained large amounts of sterile 
homogenous bone for transplantation to patients 
who require bone grafts of all types and shapes. This 
is the first bone bank of this type to be established 
on the West Coast, although the method employed 
has been utilized for several years in medical centers 
in the eastern section of the country. 

The method that is used to sterilize the bone was 
worked out by Turner and co-workers* and depends 
upon the use of a Van de Graaff 3 million electron 
volt machine. 

The bone is collected postmortem from suitable 
bodies under clean but not sterile conditions. The 
grafts are immediately packaged in plastic bags 
which are heat-sealed, then placed within two outer 
bags for additional protection. They are stored in a 
freezer chest until they are irradiated. After irradi- 
ation the grafts are stored up to six months in a 
freezer, ready for use. 

Irradiation with less than 3 million electron volts 
is not considered adequate for sterilization of the 
grafts. Cobalt 60 radiation may be used but cannot 
compete with cathode radiation because of practical 
considerations. 

Most surgeons prefer obtaining bone from the pa- 
tient at operation, since they feel this is the best 
bone available for grafting purposes. As previously 
stated, however, bone cannot be obtained in this 
manner from children; also in many cases addi- 


From the Department of Surgery, Division of Orthopedics, Univer- 
sity of California Medical Center, Los Angeles 24. 
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e An unlimited supply of bones, obtained post- 
mortem and irradiated to make them sterile, is 
stored for as long as six months in a freezer, 
ready for use. After an immune response at first, 
bone thus treated is readily incorporated by the 
host in grafting procedures. 





tional bone may be desirable but not used simply 
because prolonging the operating time might en- 
danger the life of the patient. With a sterile bone 
bank available, that problem is solved. 

In the past, homologous grafting has been re- 
jected by surgeons because the results were not very 
good. Such grafts were prepared by various tech- 
niques such as boiling, removing the organic por- 
tion of the bone by various chemicals or rendering 
the bone sterile by soaking it in antiseptic solutions 
such as Merthiolate.® It was shown conclusively by 
Holmstrand? that the crystal size in bone that has 
been heated by any of these methods is larger than 
in normal bone and is absorbed at a much slower 
rate by the host. A recent observation that has not 
been stressed is that autogenous cortical transplants 
and homogenous cortical transplants are unequivo- 
cally incorporated at approximately the same rate 
by the host. 

In a manner similar to other tissue homografts, 
fresh bone homografts produce an immune response 
by the host. The degree of this response is deter- 
mined by the genetic incompatibility between the 
donor and the host. 

In our bone homograft, no cells survive; however, 
fixed bony contact between the host and the graft 
is maintained and the nonviable matrix of the graft 
is invaded by osteogenic cellular elements from the 
host. Osteogenesis continues until the graft has been 
replaced entirely by the host. These grafts succeed by 
offering internal, mechanical, replaceable fixation 
and a scaffold to guide the osteogenic elements of 
the host. 

Even in autogenous grafts, few cells survive. It has 
been shown that diffusion is limited to 0.2 mm. in 
bone matrix under the best conditions, so that most 
cells die unless they are close to the surface or the 
graft is revascularized very shortly after trans- 
plantation.? 
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Therefore, the viability of the transplanted osteo- 
cytes is not a major factor in either the autogenous 
or homologous graft. Early progress of the homolo- 
gous graft may be delayed by the immune response, 
but the ultimate outcome is the same unless the 
graft has been altered in some manner by procure- 
ment or storage. Bone secured under the method 
described for our bank most closely resembles un- 
altered bone. 

U.C.L.A. Medical Center, Los Angeles 24. 
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Treatment of Thrombophlebitis 


HOWARD B. KIRTLAND JR., M.D., ROLAND G. BROWN, M.D., 
and RICHARD T. McDONALD, M.D., San Diego 


THROMBOPHLEBITIS, especially of the veins deep in 
the legs, is a relatively common, acutely disabling 
disease. Complications and sequelae can cause death 
or long and severe disability. Because it has a de- 
cided tendency toward progression and recurrence, 
an understanding of etiologic delineations is neces- 
sary for successful treatment. 


Attempts to treat thrombophlebitis as a disease 
with a single cause have brought about very little 
benefit. In observing a series of cases of thrombo- 
phlebitis, it soon becomes apparent that there are 
multiple etiologic factors and that in most instances 
at least two or three of them are present before the 
disease develops to a clinical stage. It is obvious that 
not all the etiologic factors are known, but the three 
major and most common factors are those pointed 
out by Virchow'® in 1860 and recently emphasized 
by Keefer.? These are venous stasis, injury or altera- 
tion of the intima, and alterations in the coagula- 
bility of the blood. A plan of treatment based on 
correcting these three factors has been used in 
over 250 cases of thrombophlebitis dealt with by 
the authors in the last five years. We believe that 
this plan of treatment has resulted in a signifi- 
cant decrease in the acute and long term disability 
and complications of thrombophlebitis. In addi- 
tion, observation of the patients and their response 
to treatment has suggested some additional etiologic 
factors and forms of treatment. Many failures of 
treatment in the past have been due to discontinu- 
ance of it when the patient left the hospital. Cer- 
tainly, if treatment is worthwhile, it should be con- 
tinued until there has been completion of the process 
of organization, recanalization and endothelializa- 
tion of the occluded veins and compensation of the 
collateral venous and lymphatic channels. 


STASIS AND EDEMA 


Elevation of the foot of the bed on shock blocks 
6 to 8 inches high, as advocated by deTakats and 
Jesser,4 is one of the most effective methods of im- 
proving venous return from the pelvis and lower ex- 
tremities. Wright and Osborne’® showed that this 
about doubles the venous flow rate. It also pro- 
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e Venous stasis, injury or alteration of the in- 
tima and alterations in the coagulability of the 
blood are the three most common etiologic 
factors in thrombophlebitis. Usually at least two 
of these factors must be present before the clin- 
ical manifestations of the disease develop. 


A plan of treatment based on correcting these 
three factors has been used in over 250 cases of 
thrombophlebitis, and it is believed that a sig- 
nificant decrease was brought about in the acute 
and long term disability and in the occurrence of 
complications. 


The program consists of absolute bed rest in a 
hospital for about a week, elevation of the foot 
of the bed, administration of anticoagulants and 
adenosine-5-monophosphate for at least six 
weeks, progressive ambulation after the fourth 
day of treatment, with avoidance of prolonged 
standing and sitting, and adequate elastic sup- 
port. Treatment must be continued until the pa- 
tient has returned to full, normal activity and all 
signs of phlebitis have disappeared. 


motes lymphatic drainage. Pillows are not good for 
the purpose because they become dislodged and ob- 
struct venous return. Elevation of the lower half of 
the bed while the upper part remains flat does not 
aid drainage in the pelvic area. Cranking the feet up 
and the head down causes painful hyperextension of 
the lumbosacral region. While frequent deep breath- 
ing and coughing, early ambulation and vigorous 
exercise of the legs prevent stasis and are excellent 
prophylactic measures, they have no place in the ini- 
tial treatment of acute thrombophlebitis because of 
the danger of causing an embolus. 


On the diagnosis of acute thrombophlebitis of the 
deep veins of the legs, we prescribe absolute bed 
rest with the foot of the bed elevated on 6-inch shock 
blocks. The head is kept dependent most of the time, 
but is elevated for meals and during use of the bed- 
pan. After adequate prothrombin levels have been 
obtained and all of the edema and most of the pain 
and tenderness have cleared, gradually increasing 
ambulation is started. This is usually about the third 
or fourth hospital day. Walking is for five minutes 
four times the first day, ten minutes four times the 
second day, and then more and more. When patients 
return home they may walk as much as they wish, 
but for at least three weeks they should avoid pro- 
longed sitting or standing in one position. At home, 
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elevation of the foot of the bed is continued for two 
to six weeks or as long as there is any remaining 
edema in the leg or foot on awakening in the morn- 
ing. The patients are encouraged to obtain work 
that combines walking and sitting and are instructed 
to walk a few minutes of every hour while on auto- 
mobile, plane or train trips.* 

In addition to elevation, edema is controlled by 
rubberized elastic support, which has been shown 
by Wilkins and associates'* to increase the venous 
linear flow rate five-fold. This support is usually in 
the form of a 4-inch bandage from the toes to below 
the knee, and a 6-inch bandage from below the knee 
to mid-thigh. The bandages are rewrapped at least 
every eight hours. If after two to three weeks there 
is no significant edema of the thigh, the upper band- 
age is discontinued. Elastic support to the level of 
the knee is worn during the day for at least six 
weeks and as long as there is any edema in the lower 
legs or ankle at the end of the day or if there is dis- 
comfort on dependency. 


If the swelling or discomfort is mild, tailor-made 
elastic stockings are substituted for the bandages at 
the end of six weeks. Patients are encouraged to lie 
down and elevate their legs at 45 degrees for 15 to 
30 minutes several times a day. Also, swimming and 
wading are very effective in reducing edema. In pa- 
tients who have recurrent thrombophlebitis, after a 
previously inadequately treated episode, heavier sup- 
port such as gum rubber Rochester bandages or 
Aero-pulse® boots are sometimes necessary. 


Another factor in the production of edema and 
venous stasis is the reflex vasospasm that often ac- 
companies thrombophlebitis. In cases in which this 
is severe enough to cause the low temperature and 
pulselessness of the leg which raises the question of 
arterial insufficiency, a liter of 5 per cent alcohol 
with 50 to 75 mg. of Priscoline®® given intrave- 
nously over a two to three-hour period will usually 
bring about warming of the leg and foot with bound- 
ing pulses and considerable relief of pain. If spasm 
is a problem, after the adequacy of the arterial blood 
supply has been ascertained in this way, a heat 
cradle is kept over the legs. If rest pain or cellulitis 
or lymphangitis is a problem, the elastic bandages 
are omitted and the leg is encased in bulky hot com- 
presses applied from toes to groin and kept warm by 
a heat cradle at 100° to 105° F. Usually after two to 
three days the hot compresses can be discontinued 
and elastic bandages applied. Winsor’s!® demon- 
stration of the ability of the phenothiazine deriva- 
tives to block conditioned vasomotor reflexes may be 
of help to us here as well as in the treatment of 
certain sequelae. 

Adenylic acid or My-B-Den® therapy in the form 
of an adenosine-5-monophosphate sustained action 
gel intramuscularly, as originally advocated by Bol- 
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ler! and Rottino," was given to about 75 per cent of 
the patients in the present series. This is a muscle 
enzyme substance which, among its actions, is a 
mild vasodilator. We feel that it has produced con- 
siderable objective and subjective benefit and we 
plan to test this impression with a double blind 
study. This substance does not appear to have any 
effect on the intravascular clot, but seems to decrease 
and keep at a minimum the perivascular inflamma- 
tion and the associated induration and neuritis. This 
effect is most apparent in superficial thrombophle- 
bitis in which induration of the perivascular fat is 
readily palpable. There also appears to be a more 
rapid clearing of edema. Forty milligrams of the 
sustained action gel is given intramuscularly daily 
for three days, then 20 mg. daily until the patient is 
discharged from hospital, and then 20 mg. three 
times a week for six weeks. Sublingual tablets were 
tried but seemed to be ineffective. Rectal supposi- 
tories seemed to us to be as effective as intramuscu- 
lar injections, but apparently they will not be made 
commercially available due to excessive cost of 
production. 

Of course other factors which cause stasis, such 
as heart failure and hypotension, are vigorously 
treated. 

INTIMAL INJURY 

While it is generally recognized that stasis and 
altered coagulability of the blood often persist after 
the onset of thrombophlebitis and unless treated will 
result in extension of the process, the possibility of 
further intimal injury is often overlooked. Unevenly 
wound tight elastic bandages, prolonged flexion of 
the edematous leg, resting the involved leg on a 
small ridge, even on a firm pillow, all can cause 
further intimal injury. Injury of a different type is 
that produced by reaction to the clot lying in the 
lumen of the blood vessel both distal and proximal 
to the area of actual thrombophlebitis or by infec- 
tion in the intravascular clot. Recognition and avoid- 
ance of the first group of these possibilities plus 
the measures undertaken for the control of stasis, 
edema and altered coagulability are adequate to 
control further injury except in the case of infection. 
The great majority of cases of deep thrombophle- 
bitis and many cases of superficial thrombophlebitis 
are not associated with infection. However, perivas- 
cular infection can result in all three of the factors 
of intimal injury, stasis, and altered blood coagu- 
lability and thus can be the cause of thrombophle- 
bitis and of its persistence or extension.® The super- 
ficial veins lie in tissues more liable to infection sec- 
ondary to injury, folliculitis or lymphatic transmis- 
sion, and thus are more frequently the site of throm- 
bophlebitis due to infection. The edema secondary 
to thrombophlebitis of course predisposes to infec- 
tion which in turn can cause further phlebitis. 
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After the onset of deep phlebitis the soft intra- 
vascular clot is an excellent culture medium and can 
result in the conversion of a transient bacteremia 
by a virulent organism (from a superficial infection 
or introduced by intramuscular injection) into se- 
rious septicemia. We have seen such a course of 
events result in serious septicemia which kept a 
young woman near death for over two months be- 
fore recovery without residual or recurrence during 
subsequent pregnancy and surgical operation. 


In all cases of thrombophlebitis in which the pa- 
tient continues to run a high or spiking fever or has 
evidence of concomitant lymphangitis and regional 
lymphadenitis on an infectious basis, a blood culture 
is obtained and antibiotic sensitivity tests are car- 
ried out. After the blood for culture is obtained, 
the patient is started on antibiotic therapy, usually 
with one of the drugs that are effective against most 
strains of staphylococcus and streptococcus. It 
should be emphasized that our use of antibiotics in 
thrombophlebitis has been the exception and not 
the rule. 


During the first half of this series of cases, we 
determined the erythrocyte sedimentation rate be- 
fore the start of treatment. There was no significant 
correlation between the result of this test and the 
severity of the disease and it was not of any aid in 
arriving at a diagnosis in questionable cases. 


ALTERNATION IN COAGULABILITY 


The clotting of blood and the prevention of clot- 
ting in the living state involve complex processes 
and factors which even today are not completely 
understood. However, it is known that an increase 
in any one of a number of coagulant factors can 
result in a greater clotting tendency. Conversely, an 
increase in any of a number of anticoagulant factors 
not only can negate this increased clotting tendency 
but also can cause a considerable decrease in the 
ability of the blood to clot. Knowledge of these vari- 
ous factors is important in prophylaxis of thrombo- 
phlebitis, but, from the standpoint of treatment, 
exact knowledge of the clotting mechanism is not 
necessary. Small but significant alterations in the 
coagulability of blood have been difficult to measure 
with the usual tests. However, silicone coagulation 
times, prothrombin consumption and heparin re- 
tarded clotting times seem to reflect these changes 
more readily. We have not yet used these tests exten- 
sively but have hopes that they will be of aid to us in 
determining when treatment should be instituted to 
prevent or abort an early attack of thrombophlebitis, 
particularly in patients with a history of recurrent 
attacks. Observation of patients with recurrent at- 
tacks has borne out the observations by others that 
corticosteroids® and stress®!? can produce rapid 
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changes (within minutes or hours) in the coagulabil- 
ity of blood. Thus, in one patient recurrent, full 
blown episodes have accompanied the forced mar- 
riage of her wayward son, stressful family reunions, 
and the like. Likewise alteration of the constituents 
of the blood have also resulted in increased clotting 
tendencies. Polycythemia with its accompanying in- 
crease in thrombocytes can result in rapid and ex- 
tensive propagation of the thrombus. Conversely, as 
was pointed out by Quick!® once a clot has been 
formed, anemia with its increased clot retraction 
and consequent increased local concentration of 
thromboplastin also can cause the thrombus to en- 
large. Except for the obvious necessity for correc- 
tion of such factors as anemia, the only really prac- 
tical method available for altering the coagulability 
of blood is the use of anticoagulants such as heparin 
and the coumarin drugs. While they do not neces- 
sarily result in correction of the specific factor which 
has caused increased coagulability of the blood, in 
most (but not all) cases they bring about a favora- 
ble reversal of the ratio of coagulation factors to 
anticoagulation factors in the blood. They do not 
dissolve the clot. However, Burt? showed they do 
usually effectively prevent further propagation of 
the clot and speed its resolution. Heparin is proba- 
bly the superior anticoagulant, but it is expensive 
and administration of it is difficult and time con- 
suming. We have used it only in cases in which an 
embolus has already occurred or there are other fac- 
tors making it advisable. Even then we shift to the 
coumarin drugs after a few days. While there are 
many excellent drugs, we prefer Coumadin sodium® 
because of the relatively short lag period and the 
predictability of dosage. Before it is given, a pro- 
thrombin concentration base line is obtained. Then 
an initial dose of 30 to 60 mg. (usually 40 mg.) is 
given. Twelve to 18 hours later an additional 10 
mg. is given. Thirty-six hours after the initial dose 
a second determination of prothrombin concentra- 
tion is carried out and almost invariably it is in the 
therapeutic range (15 to 25 per cent). Daily dosage 
is then based on the result of the prothrombin con- 
centration while the patient is in the hospital. This 
is usually 10 mg. a day, but has varied from 2.5 to 
25 mg. After discharge of the patient from the hos- 
pital, anticoagulant therapy is continued for at least 
six weeks (prothrombin concentrations being deter- 
mined weekly) and until all signs of active phlebitis 
have disappeared and the patient has returned to 
full, normal activity. We believe it is important to 
continue coumarin therapy during the period of 
organization, recanalization and endothelialization 
of the clot. With increasing activity the requirements 
of anticoagulant drug are usually increased. When 
the base line prothrombin concentration is de- 
pressed significantly or a subsequent level is greatly 
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depressed due to overdosage or hypersensitivity, 
the concomitant administration of vitamin K, oxide 
(5 mg. orally), with one or two doses of Coumadin® 
has resulted in stabilization of response and greatly 
increased ease of management. 

That anticoagulant therapy does not solve all 
problems was well illustrated by the case of one of 
the patients in the present series who had a second 
pulmonary embolus after six months of continuous 
anticoagulant therapy. The prothrombin concentra- 
tion value at the time of embolization was 15 per 
cent. 

While the foregoing program of initial hospitali- 
zation, elevation, progressive ambulation, elastic 
support, adenylic acid and anticoagulant therapy is 
somewhat more vigorous and prolonged than that 
usually advocated, we believe it has produced better 
results, both in our hands and those of others re- 
porting series. 

The usual period of stay in hospital has been 
seven days. The period of disability has been three 
to five weeks, and the incidence of recurrence and 
sequelae such as chronic edema, varicose veins, ul- 
cers and stasis dermatitis has been low. We have 
frequently seen femoral neuritis at about three to 
six weeks from the onset of the phlebitis and late 
reflex vasospasm, both of which have responded 
well to treatment in most cases. Our experience with 
fibrinolysin has been limited but we have been im- 
pressed with its possibilities, especially in cases of 
early small clot or pulmonary embolus. We have 
used two types of intramuscular trypsin but have 
noted no benefit from either of them. 

The regimen herein described modified but did 
not control, the course of the disease in a few cases 
(less than 5 per cent of the series). In two of these 
the addition of inferior vena cava ligation solved 
the problem, but we hope that a careful analysis 
of the others with recurrent symptoms and recurrent 
acute attacks may give us a better understanding of 
the entire disease process. 


We strongly believe that the appearance of in- 
competent perforating veins, varicosities and recur- 





rent stasis ulcers in the late phlebitic state are indi- 
cations for surgical treatment. 
3505 Fourth Avenue, San Diego 3 (Kirtland). 
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Poison Control 


Operation of an Information Center in a Rural 


and Agricultural Community 


J. J. BOCIAN, M.D., Fresno 


In Marcu, 1957, the Fresno Community Hospital 
started a poison control center, the purpose of which 
is to quickly supply information to physicians on 
poisonous substances of all kinds, the amounts con- 
tained in various industrial, agricultural and house- 
hold compounds, the relative toxicity, the symptoms 
and treatment. 

The Fresno County Medical Society and the ad- 
ministration of the Fresno Community Hospital rec- 
ognized early the special need for such a center in a 
city such as Fresno, which is surrounded by a large 
rural and agricultural community, The center has 
operated in a unique fashion; it is located in the 
pathology department under the sole direction of 
one man, the pathologist. The board of trustees of 
the hospital supports it financially, realizing that 
hospitals have certain obligations to the community 
which are not subject to pecuniary measurement. 

The pathologist or his assistant is on call 24 hours 
a day every day. He has in his office a complete li- 
brary of books, handbooks, encyclopedias, pam- 
phlets and memoranda on poisoning, and he and his 
assistant have duplicate copies of some of the lit- 
erature in their homes. Additional sources of infor- 
mation, especially as to botanical poisons, have been 
organized and other physicians with specialized in- 
terests are consulted as necessary. Also, the pathol- 
ogist’s secretary has been taught how to use the 
reference works to find out the ingredients of vari- 
ous poisonous compounds. 

Manufacturers of poisonous substances have been 
cooperating more and more with requests for infor- 
mation on their products. Special mention must be 
made of Abbott Laboratories and Smith, Kline & 
French Laboratories, who have compiled lists of 
their products and information’on overdosage, symp- 
toms and treatment, as was suggested by the Medical 
Section of the Pharmaceutical Manufacturers Asso- 
ciation. 

The card poison index system as supplied by the 
National Clearinghouse for Poison Control Centers 
has also been of great assistance. Its eight supple- 
ments are an excellent source of information. 

From the Department of Pathology, Fresno Community Hospital, 


Fresno 
Submitted January 20, 1960. 
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e The Fresno Community Hospital Poison Con- 
trol Center has been in operation for about three 
years, under the sole directorship of the pathol- 
ogist. All expenses are paid by the hospital. It has 
served a definite need in the community. As an 
agricultural and more or less rural community, 
it shows more poison cases having to do with 
plants, insecticides, kerosene and fertilizers than 
do urban communities. 





Appropriate therapeutic agents are kept handy in 
the Fresno Community Hospital emergency room 
and are available to any physician at any time. The 
Fresno County health officer has been immensely 
helpful, and the Fresno Bee, a daily newspaper with 
a circulation of over 130,000, has done the commu- 
nity a resounding service in publicizing the Poison 
Control Center. Now and again the Bee alerts both 
the profession and parents to the hazards of poison- 
ing and the precautions and first aid measures neces- 
sary to prevent unnecessary disaster. The patholo- 
gist, who is the director of the center, has spoken in 
its behalf before interns, residents, physicians, Par- 
ent-Teacher Association groups and others. 

Although we have publicized that the sole func- 
tion of the poison control officer is that of supplying 
information to physicians, when a layman calls ev- 
ery effort is made to give him information for proper 
first aid. If necessary, he is told to contact his physi- 
cian immediately. If the poison involved or the 
quantity absorbed is quite dangerous, the poison 
control officer will ask the caller the name of his 
physician and call that physician personally as to 
the nature of the poison and possible avenues of 
treatment. Or, if the caller seems to be distraught or 
of low intelligence, the duty staff at the center makes 
the call to the private physician. Upon each call, the 
date, age, name, sex, telephone number, physician, 
type and amount of poison, method of exposure and 
interval since the time of ingestion are recorded and 
tabulated. 

In our advice for treatment we make great use of 
information as to the relative toxicity of the sub- 
stance ingested, in relation, of course, to the pa- 
tient’s age. The book Clinical Toxicology of Com- 
mercial Products by Gleason, Gosselin and Hodge is 
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very helpful in this respect. Often a mother is uncer- 
tain whether a baby actually ingested the poison in 
question. If the baby is young and/or the poison has 
a toxicity rating of three or higher, emesis and lav- 
age are suggested. Lavage is suggested even if sev- 
eral hours have elapsed since its ingestion, because 
it is well known that a large amount of toxic matter 
can be retained in the stomach or adhere to its wall.® 
Moreover, in cases of attempted suicide, the patient 
may purposefully withhold the true time of inges- 
tion. 

Since in addition to age, sex and socioeconomic 
conditions, the factor of locale also influences the 
availability of certain poisons,' the center has under- 
taken a study of accidental poisoning in the Fresno 
metropolitan area for the first six months of 1959. 
Data were collected from our poison control center, 
the Fresno Emergency First Aid Center, the Fresno 
Community Hospital, Saint Agnes Hospital, the 
Fresno County General Hospital, the Fresno Veter- 
ans Administration Hospital, Madera County Hospi- 
tal and the Fresno Osteopathic Hospital. Private 
physicians, especially pediatricians, were asked to 
tabulate poison cases treated in their offices which 
had not come to the attention of any of the above 
mentioned centers or hospitals. In a little over 70 
per cent of cases the patients were four years of age 
or less, in about 10 per cent they were between five 
and fifteen years of age, and the remaining 20 per 
cent were adults. Data on the incidence of poisoning 
by various agents are given in Table 1. 


DISCUSSION 


Cann, Neyman and Verhulst® reported a compre- 
hensive review of 4,000 poison cases from 29 poison 
control centers in various sections of the country. 
Their data on the incidence of poisoning by inges- 
tion of various substances were much like ours, but 
we did have certain peculiarities. Serving an agri- 
cultural community, we see a relatively large pro- 
portion of cases involving pesticides, like organic 
phosphates and dichloro-diphenyl-trichloro-ethane 
(DDT); and as a rural community we have more 
cases of kerosene poisoning and of poisoning by 
plants such as castor beans and oleander. Special 
mention should be made of the cases of poisoning 
that resulted when children drank a commercial de- 
hydrated drink preparation (Kool-Aid) from a gal- 
vanized iron container. The drink was permitted to 
stand in the metal container for some time after it 
was mixed. Soon after they drank it the children be- 
gan vomiting. All soon recovered without treatment. 
Zinc was found on analysis of the drink. Two similar 
outbreaks were reported from two other localities 
involving soft drinks prepared in containers lined 
with copper and tin. Laboratory reports showed the 
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TABLE 1.—Data on Agents Involved in Cases of Accidental Poison- 
ing in Fresno Metropolitan Area in First Six Months of 1959 





Per Cent of 
No. Total No. 
Cases of Cases 
Internal medicines for humans: 
SES RE IE ee ee ee PO 66 18.8 
PRREUUINORS 22a NS ee ek 39 11.1 
IRENE ccd coscacs ssa tersaececbicccatiastos 13 3.7 
REI pec retce re a Ce a 5 1.4 
Analgesics other than acetylsalicylic acid 8 2.3 
NON ope et che cance 20 5.7 
151 43.0 
External medicines for humans: 
IN 2 cree ee ee 5 _ 14 
eee ae eee a ee 15 4.3 
20 5.7 
Household preparations: 
| ee ae 10 2.9 
Bleaches, disinfectants ..........................-+ 6 1.7 
TIO MNBINED cca ciaisceaccscacacscocenasteesi- 6 b BY 
RINNE adtecn cette enc wsesdeaw aaa 19 5.4 
41 11.7 
Pesticides: 
Organic phosphates .......................::0+0++0i0 5 1.4 
DDT (dichloro-diphenyl-trichloro- 
IN net Se te 5 1.4 
NE NN occ esis ietaccce cast eu acs 2 0.6 
MRNA, to pap ast nsec 2 0.6 
NN ree ye near ee ee 15 4.3 
29 8.3 
Petroleum distillates: 
RRA 6 2h Se BA ee, 1 0.3 
MEREMRNIRE TIN ces oadaccesdarsnectinsinaasoves 2 0.6 
Gasoline , 2 0.6 
Kerosene 10 2.9 
RO 2 Ph ete pera 10 2.9 
25 ‘bea 
NRO A eatid eRe at 13 3.7 
Plants: 
NUNIT NOONINS Soc: Soca sccteccescxessisvacs = 4 1.1 
NONI =o tee are 6 Lz 
po ee ee eee 2 0.6 
NOUN seta cchais ica opceecsictiesdetaeagpiscs Serer. 2 0.6 
14 4.0 
Paints, lacquers, varnishes, solvents.......... 1l 3.1 
EEA OS EES AS AE SL IN 24 6.8 
35 9.9 
MU NN GION icon acc cascsenetand 3 0.9 
Kool-Aid® from galvanized iron 
NNN Soo ce cestcciceasnteeeekiok 20 5.7 
PN a aes a are ee 351 100.0 


presence of copper in each preparation. Fruit acids 
are known to have a corrosive action on certain 
metals and care should be exercised in the type of 
container used in mixing such beverages. Plastics, 
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glass, enamel or crockery vessels should be used in- 
stead of metal. 


Some poison control centers have a salaried med- 
ical director and a technical director, but obviously 
in a smaller one like the Fresno center, where the 
average number of telephone calls per month is 20 
to 30, such personnel is unnecessary. All that is 
needed is a physician who is sufficiently interested 
and who can be on hand. The author feels strongly 
that no question of money or of pay should ever 
directly or indirectly come between the center and 
the person calling for information. 

Fresno Community Hospital, Fresno and R Street, Fresno 21. 
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Epidemiology of Accidental Poisoning 


PUBLIC HEALTH OFFICERS in particular and the 
medical profession in general have shown consid- 
erable interest in the problem of accidental poison- 
ing among children in the last decade. The reports 
of Press,* Arena,! Wheatley,® Jacobziner,? and Mel- 
lins, Christian and Bundesen* have been milestones 
in this field. With the growth in interest have come 
various poison control programs and professional 
information and treatment centers. Hospital cases 
of various types have been the ones most frequently 
reported, but they have probably been weighted 
with a higher proportion of more serious cases. In 
San Jose, we have had experience with a wide vari- 
ety of accidental poisonings, some serious and se- 
vere, but a large number of the less serious kinds. 
Our experience appears to be more typical of what 
might be recorded if all cases of accidental poison- 
ing were known. 

In San Jose at the City-County Emergency First 
Aid Station, we have had a Poison Control Center, 
cooperating with the National Clearing House for 
Poison Control Centers, since February, 1957. This 
station has a physician and nurse on duty 24 hours 
a day and provides emergency care in all kinds of 
accidents. The station was established through the 
joint efforts of the Santa Clara County Medical So- 
ciety and the city and county governments, It is 
operated under their policies and directed by the 
city health officer. Before 1957 the station provided 
treatment facilities and served as a source of infor- 
mation regarding poisons on an informal basis. 
Ever since it was established, we have kept statis- 
tics on the age and sex of the patients treated at our 
Emergency First Aid Station. Since September 1, 
1958, the San Jose City Health Department has been 
conducting research in the field of home accidents 
with financial support from the National Institutes 
of Health. We have been collecting data by means 
of interviewing the families of children who were 
accidentally poisoned. Although primarily con- 
cerned with measuring these families’ experience 
with home accidents of all types, we have learned 
a good deal about the nature of accidental poison- 
ings. 


Substances ingested 


Our experience in San Jose with the substances 
ingested accidentally is similar to that reported in 
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e In San Jose, California, studies of cases of 
accidental poisoning showed that the greatest 
hazard was to children 1 through 3 years of 
age. Drugs accounted for half the cases, house- 
hold products for another third, and insecticides 
and rodenticides and others for the remainder. 
Most often poison material was within easy 
reach of the children. An analysis of families in 
which an accident occurred indicated that acci- 
dental poisoning might happen to any family. 
Since there was little after-effect of poisoning in 
cases in which treatment was obtained promptly, 
education directed toward getting prompt treat- 
ment seems most advisable. Community agencies 
interested in poison control need to focus their 
attention on parents of pre-school children. 





other studies. Aspirin was the greatest single of- 
fender; it was the poisoning agent in approximately 
one-third of all cases. Drugs of one kind or another 
are the cause of poisoning in at least half of the 
cases (see Table 1). 


Age of susceptibility 


Some 95 per cent of all poisoning cases occurred 
to children under five years of age. The rise in the 
susceptibility at the end of the first year is very 
pronounced. In only nine of 254 cases was the child 
under one year of age and only 19 were four years 
old. The great bulk of cases occurred at ages one, 
two and three. 


Circumstances 


In the vast majority of cases the substances were 
within reach of the child. Often the mother re- 
marked that usually the aspirin was kept at such 
and such a place, but “for a second or so I left it 
on the kitchen table.” A number of cases occurred 
when a child was in a home not used to small chil- 
dren and the precautions necessary in the storage 
and use of potentially poisonous materials. In a very 
few cases the children showed unusual skill in 
climbing to usually inaccessible places and opening 
containers in order to reach the toxic material. 
These cases were a small number. 


Priorities for education 


A preliminary analysis of the characteristics of 
families experiencing a case of accidental poisoning 
would seem to indicate that the possibility of such 
an event’s occurring is universal. Many families who 
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TABLE 1.—Data on Accidental Polsonings Occurring to Children Five and Under, Treated at Emergenc 
Substance Ingested, by Age and Sex, San Jose, California, September 1957 through Augu 





Males 


Total 
Cases All Ages—1 1 


ATE OR oo dee 254 136 2 4 
Toa eocctcas at orataeervscatecs 138 te ce | 

EN or So Se 84 45 6 

AA ovine tgs” ica. 54 =. 30 7 
Household preparations..................... 64 35 19 
Insect and rodent poisons.................. 42 23 2 32 
(ERE Ee ee eee 9 2 a 
NR a oS oe ac acerca 1 1 


*Included in “All drugs’’ totals. 


In addition to the cases listed in the above table, 9 additional cases were Jisted as en They are as follows: 
ingested aspirin; (2) female, 22, ingested Super- Anahist; (3) female, 15, ingested toadstool; 


ty 


First Aid Station, by 
1958 


Females 

3 4 5 AllAges —l 1 2 3 4 5 
32 8 1 118 7 So @2 a 1 

28 eo wes 63 | es 7 
18 3 39 > 22) oe 
10 2 24 1 9 a 5 me 
oe 29 2 14 7 3 2 1 
2 he otis 19 3 4 6 Me oe rae 

1 1 7 1 Z 2 2 
(1) female, 16, 


(4) male, 17, ingested “‘yellow jackets”; (5) ‘male, 


42, ingested Clinirest tablets; (6) male, 46, possible food poisoning; (7) male, 48, ingested unknown drug; (8) male, 53, ingested ant poison; 
(9) male, 70, ingested boracic acid. These cases plus those listed in the table’ comprise all cases treated at the Emergency First Aid Station 
in this period. There were no fatalities from accidental poisoning during this period. Only a couple of cases resulted in hospitalization. 


experienced a case of poisoning were aware of the 
hazards involved in the substance and said that they 
had exercised care for years with other children. 
The poisoned child may have been the youngest in 
a family of three or four children in which none of 
the others had ingested poison. In light of this ob- 
servation, it can be said that while education for 
prevention, as such, is worth while, a major priority 
in education should be in the direction of urging 
prompt treatment. For the vast majority of sub- 
stances swallowed there were absolutely no after- 
effects once the child was treated; whereas, if treat- 
ment had been delayed, death might have occurred. 
In addition to general public education for prompt 
treatment, community efforts should be directed 
toward establishing adequate treatment and infer- 
mation centers properly supported by the local med- 
ical profession. Unfortunately, a good bit of the 
literature on accidental poisoning suggests applying 
first aid measures before calling a physician. Our 
conclusion is that the call to the physician or emer- 
gency hospital should come first and instructions 
followed as directed after the call. These instruc- 
tions may or may not be to administer first aid. A 
suggested course of action should take cognizance 
of local conditions. In an isolated rural area where 
medical attention would not be readily available, 
first aid procedures should be emphasized. Proper 
storage and handling of poisonous materials should, 
of course, be stressed. Also many parents are un- 
aware of the potential hazard of many drugs and 
household products. Products specifically labeled 
“poison” accounted for less than 10 per cent of the 
cases dealt with by the San Jose Center. 


Target group for education 


Our experience is that cases of accidental poison- 
ing are concentrated primarily in the 1-through-3 
age group. Parents of this group are often among 
the most difficult to reach with educational material. 
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Physicians usually have more contact with parents 
of these children than do community agencies 
such as schools and health departments. Health de- 
partments should use the communication opportu- 
nities that exist through Pre-School Well Child Con- 
ferences and pediatricians and general practitioners 
for dissemination of educational material. General 
community education in addition may be useful, for 
not all cases occur in the home of the patient; some 
occur in the home of friends, grandparents and other 
relatives. Indeed, the hazard may be considerably 
greater in a home which does not have pre-school 
age children than it is in the child’s own home. 


Environmental safeguards 


Locked medicine cabinets, special safety caps for 
drug containers, and adequate labeling of household 
products would all assist in the reduction of this 
problem, but such measures may not be depended 
upon entirely. 


While there is no single answer to the problem 
of accidental poisoning in children, a concerted and 
well coordinated attack in any community will re- 
duce somewhat the number of actual cases of acci- 
dental poisoning and should materially reduce or 
eliminate fatalities. 

City of San Jose Health Department, 151 West Mission Street, 
San Joes (Bissell) . 
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Heart Disease Under Workmen’s Compensation 


DOUGLASS A. CAMPBELL, A.B., M.S., J.D., Los Angeles 


CURRENT CARDIOLOGY stresses the opinion that most 
persons with heart disease not only can but should 
work. Some heart disorders are transient, and in 
nearly all the patient is benefited by useful and re- 
munerative employment. Industry would benefit 
from the skills of many persons who have heart 
disease, and society’s burden in supporting them 
would be lightened. 


Nevertheless, there is considerable resistance to 
their employment, often due to their own fear of 
effort but more often to the fear of employers that 
workmen’s compensation insurance costs will be 
increased on the hiring of persons with known heart 
disease. 


Coronary occlusion is the heart lesion most en- 
countered in workmen’s compensation cases, but 
employers make little distinction among heart dis- 
eases; all are feared equally without regard to their 
relative permanence. 


TEST OF COMPENSABILITY IN CALIFORNIA 


Any disease, disability or death which arises out 
of and occurs in the course of the employment in 
California is compensable.1 While the extent of 
liability varies, it does not matter basically whether 
industrial strain induced heart damage or merely 
aggravated it.* The test of liability is the effect of 
the injury on the particular employee, not what it 
would have been on a healthy person.® If it merely 
aggravated an active, progressive and symptomatic 
condition, the employer is liable only for the effects 
of the aggravation.‘ If it is found that the injury 
hastened or produced death, the employer is wholly 
liable,® although the employee would have ultimately 
died of the disease.* If there were no symptoms prior 
to injury, and a disability is produced which did not 
previously exist, the condition is entirely compen- 
sable.” 

It is self-evident—but worth stating—that dis- 
ability due solely to the normal progression of a 
disease in an employed person is not an injury and 
is not compensable.* However, the Labor Code does 
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e In expert testimony before the Industrial Acci- 
dent Commission, all physicians are taken as 
equally competent. The value of their testimony 
depends upon the validity of their data and the 
reasons for the conclusions drawn. In case of 
conflicting opinion, the referees, who are laymen, 
must decide on the basis of the testimony. There- 
fore physicians preparing reports must see that 
data are complete, that all routine investigative 
procedures are not only applied but reported, 
and that the reasons for claiming connection of 
injury with employment are fully stated. More- 
over, other recognized causes of the patient’s 
condition should be considered and ruled out for 
reasons given. 

The increasing number of claims for work- 
men’s compensation in heart disease, and the 
increasing tendency of insurers to settle rather 
than contest claims, may actually be harmful to 
the welfare of persons with heart disease, for it 
deters employers from hiring them and thus 
risking higher insurance costs. Physicians con- 
cerned with compensation claims must develop 
more widely acceptable standards that properly 
separate the inherent risk of heart disease from 
that incurred through employment for which the 
employer may reasonably be considered liable. 


not limit the meaning of “accident” to the conven- 
tional sense of that which is sudden, usually violent 
and often external. Likewise the Federal Longshore- 
men’s Act, which applies to some California em- 
ployees, regards as accidental injury any unexpected 
derangement of bodily functions.® The early and 
better reasoned decisions on heart injury recognized 
that to be distinguished from the natural progress 
of the disease the disorder must be precipitated by 
unusual stress or overstrain.!° 

The wording in at least two California decisions 
indicates that work strain plus episode of heart 
disease equal liability, and that the exertion or strain 
need not be unusual nor other than normal to the 
work.!! However, neither case has eliminated the 
question of causal connection, which is one of fact.!” 
Until the Legislature by statute compels a more con- 
sistent policy in the Industrial Accident Commission, 
the courts must affirm the award whenever there is 
competent substantial evidence of causal connection 
between work strain and heart injury.’* Because the 
decision must be based on the facts in each case, a 
wide variety of causes for compensability have been 
found, some of them seemingly original in those 
cases!14 
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IMPORTANCE OF MEDICAL TESTIMONY 


While the law refers questions of pathology to 
‘medical experts,” whose opinion alone is competent 
to establish the cause of heart disorders,!® no dis- 
tinction is made among “medical experts.” The 
general physician is legally as competent as the 
specialist, and conflicts of opinion among experts 
must be decided by the triers of fact!°—laymen with 
no more than a superficial familiarity with medical 
problems. Moreover, since physicians’ written re- 
ports may be submitted in lieu of oral testimony,7 
and this is usually done, referees of the Industrial 
Accident Commission rarely see the experts. The 
written report must speak for itself, and if it is in- 
complete in its factual content the conclusions drawn 
may be underrated or overrated, The rehabilitation 
of workers with heart injury will be furthered if 
physicians render reports that are complete both 
as scientific and as legal evidence. 


THE ADEQUATE REPORT 


The physician’s duty in cases of heart injury 
before the Industrial Accident Commission is to 
present a discursive analysis for differential diag- 
nosis and identification of causes. He must consider: 

1. Condition of the heart prior to the alleged 
injury; 

2. Severity of the injury and the parts of the body 
involved; 

3. The type of injury—crushing, penetrating, 
strain; 

4, Symptoms present at the time of injury and 
shortly thereafter and the time of their appearance; 

5. What abnormal findings preceded injury; 


6. Whether any lesion existed before injury and, 
if so, whether it was aggravated ; 


7. If strain is charged, what precisely was being 
done at the time; 


8. Whether the activity was normal or unusual 
for the patient; 


9. What effect it had on the patient; 


10. What extracardiac complications are present 
and what effect they have on the patient ;'* 


11. In case of death, the correspondence between 
necropsy findings and clinical history, especially 
with regard to time elapsing between the alleged 
injury and death. 

The alleged injurious event must be completely 
narrated with all pertinent circumstances and with 
the time of onset of symptoms. Then all relevant clin- 
ical findings should be given, and also relevant per- 
sonal and familial history. Then the patient’s present 
complaints should be listed. In fairness to himself 
and to the patient, the physician should state what 
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conventional diagnostic aids have been used, the 
dates when they were used and the findings. The 
diagnosis is the first basic conclusion in the report. 


The preceding steps are, of course, routine in any 
thorough medical examination, although the report- 
ing may be more detailed than is needed for purely 
clinical purposes, Then follows the relating of the 
findings to the alleged cause or to some other cause 
that may have been discovered in the examination. 
In other words, has the patient an industrial injury 
or solely a coincident illness? 


To offset conflicting opinions, the physician should 
consider and rule out the other recognized causes 
of the diagnosed condition, giving his reasons for 
rejecting the other possibilities as well as for his 
own decision. The weight or value of any opinion 
depends upon the validity of the reasons assigned 
for it'® and the facts from which it is drawn.?° The 
author is convinced that such an orderly considera- 
tion of the possible causes for the condition, and 
the considered rejection of those not applicable, 
would result in a higher average of scientific value 
in the reports. More important, such a presentation 
assists the laymen who must decide the case. When 
a number of examiners have come to a number of 
different conclusions, each by his own approach 
without discussion of the other possibilities, the lay- 
men face these fractional presentations without a 
common denominator. 

Two notes might be added to this discussion: If 
it is accepted that a diseased heart can become “com- 
pensated to effort,” employment need not be con- 
sidered contributory to a death from chronic heart 
disease which has reached such a stage that death 
may ensue at any time, from any exertion,?*—pro- 
vided the employee was working within the range 


of effort compensation even though the normal 


work is heavy.”* 

If the physician is swayed by human sympathy 
for the claimants, let him remember that for every 
excessive or unjustified award of compensation 
which increases the financial risk of employers, 
literally hundreds if not thousands of persons with 
heart impairment are denied the chance to work. 


IMPORTANCE OF HEART DISEASE CLAIMS 


Diseases of the heart are today the most frequent 
cause of death.** Most acute episodes have their 
onset away from work, often while the patient is 
asleep.*> Nevertheless, the causal connection between 
work and heart disorder has been claimed with 
increasing frequency if not increasing clarity. Beard 
and coworkers,”® analyzing claims before the In- 
dustrial Accident Commission from 1948 to 1951, 
found there are no widely accepted hypotheses of 
causal connection in this matter among cardiolo- 
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gists* and that, being human, they are not always 
consistent when unknowingly reviewing the same 
case data. The result: The number of cardiovascular 
deaths with some industrial connection rose to an 
all-time high in 1958, although the Commission 
made fewer findings and awards in this connection 
than in any of the previous six years.?” The differ- 
ence was due to compromises and releases settled 
by insurors, and reflects their fear of the hazards 
of litigating such claims, 

It is an unfortunate fact that as soon as litigation 
enters the picture, scientific procedures and attitudes 
become diluted by partisan enthusiasm, with the 
result that opinions are produced more for their 
economic value than for scientific worth. Until the 
medical profession has clearer and more universally 
recognized concepts of cause and effect, it will re- 
main difficult to rehabilitate industrially the cardiac 
patient, because employers fear increase of compen- 
sation costs. 

The author’s conclusions are not unique. In an 
address prepared for a meeting of the Washington 
State Heart Association, Wilbur stated: 

“It is probably true that, viewed from the physi- 
cian’s standpoint, courts have reached inconsistent 
conclusions on similar or even identical factual 
patterns, But a careful case by case review of . . . 
decisions will reveal that any seeming inconsistencies 
have resulted not so much from inconsistent appli- 
cation of rules of law as from variant medical opin- 
ions expressed in various cases. To one who under- 
stands the judicial process, inconsistent results may 
be expected where ostensibly qualified medical ex- 
perts express contrary opinions regarding factual 
situations . . .”28 

The respective functions performed by the legal 
and medical professions in manning the courts and 
furnishing technical expert testimony brings these 
groups into increasing contact. Although this may 
be regarded as a marriage of convenience rather 
than a case of “love at first sight,” after all, there 
is the power of choice on the part of the medical 
expert. He does not have to enter the field of literary 
or forensic medicine. It is difficult not to criticize 
those who voluntarily enter the field and contribute 
so generously to its confusion. 

There is a real need to recognize that every person 
with heart disease must engage in some activity. If 
that is commensurate with his general health and 
within the range of activity to which his heart has 
become compensated, death should properly be as- 
signed to natural causes unless the effect of the 

-accused event was so substantial that any fair mind 
would find it responsible. So, too, should recognition 
be given to the time elapsing between the accused 
event and the acute disease episodé. Certainly a 


*Board-certified cardiologists and internists. 
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lapse of days should be questioned,” and an interval 
of a few hours considered more characteristic.®° 
Lastly, the relative seriousness of the preexisting 
heart disease and of the severity of the accused 
event must be weighed.*! 


Industrial Accident Commission, 501 State Building, Los Angeles 12. 
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ALCOHOLISM in California has been a source of 
growing concern to physicians, social agencies and 
both community and state government. The preva- 
lence rate of alcoholism in San Francisco exceeds 
that in California and probably equals or even ex- 
ceeds that of any community of comparable size in 
our nation. This health problem, which has pro- 
found medical, social and economic impact upon 
the community, has been studied for the past three 
years by a committee of the Health Council of the 
United Community Fund of San Francisco in co- 
operation with the San Francisco Medical Society. 
It is suggested that in the absence of an ideal treat- 
ment or specific cure, much might be accomplished 
through a combined and comprehensive medical, 
psychiatric, social and economic community effort 
directed toward research, public and professional 
education and increased patient services with refer- 
ence to this disease or syndrome. 


PREVALENCE OF ALCOHOLISM 


San Francisco physicians, surveyed in a coopera- 
tive study by the San Francisco Medical Society 
and the Health Council, ranked alcoholism first 
among conditions with the greatest unmet needs 
for community health services or facilities and as 
one of the two top priorities to which the commu- 
nity should give more attention in health promotion 
and care.® Subsequently Babow, in a “Report on 
Alcoholism in San Francisco,”! provided more de- 
tailed information upon which are based the report 
and recommendations of the Community Health 
Services Committee which were adopted by the 
Health Council and the United Community Fund.? 
It is this material that is summarized in the present 
article. 


The prevalence of alcoholism is extremely diffi- 
cult to measure accurately because of emotional, 
cultural and other factors that favor concealment of 
the disease. Thus direct surveys not only are dif_i- 
cult and expensive but usually result in falsely low 
estimates. Statistics derived from records of deaths 


Submitted September 14, 1959. 
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Alcoholism in San Francisco 


A Community Study and Recommended Program 


IRVING BABOW, Ph.D., MALCOLM S. M. WATTS, M.D., 
ALFRED AUERBACK, M.D., and CLAUDE CALLAWAY, M.D., San Francisco 





e In a community health council study of alco- 
holism in San Francisco it was suggested that 
alcoholism be considered a disease that afflicts 
an individual, affects his family, constitutes 
a major public health problem and produces 
social and economic disorder in the community. 
It is recommended that alcoholism, like many 
other diseases, be approached through a broad 
program of professional and public education, 
research into epidemiology and study of more 
effective methods of prevention, treatment, and 
rehabilitation, and that patient services com- 
mensurate with the scope of the problem be 
provided. Specific recommendations emphasized 
the role of the medical profession and related 
professions and facilities in the prevention and 
control of alcoholism. 





due to acute alcoholism, hospital admission rates for 
alcoholic toxicity and arrests for drunkenness are 
inaccurate for the same and many other reasons. 


A formula developed by Jellinek,5 based on 
the annual number of deaths reported as due to cir- 
rhosis of the liver attributable to alcoholism, is 
generally considered the most practicable method 
available for estimating the total number of addicts 
to alcohol who are alive in a given area in a given 
year. The formula considers (1) the number of re- 
ported deaths from cirrhosis of the liver, (2) the 
percentage of such deaths that is attributable to 
alcoholism (based on autopsy studies), (3) the per- 
centage of all alcoholics with complications who die 
of cirrhosis (based on autopsy studies) and (4) the 
ratio of all alcoholics to alcoholics with complica- 
tions (based on clinical studies). The validity of 
this formula depends upon the concept of alcoholism 
that is used, the reliability of the reported mortality 
due to cirrhosis of the liver, and the extent to which 
the constant factors (points 2, 3 and 4 in the for- 
mula) apply for the time and place the formula is 
being used. 


Applying the Jellinek formula to San Francisco 
gave an estimate of approximately 26,000 persons 
with physical or mental complications of alcoholism 
in this city with a total population of 791,000. Of 
the alcoholics, 84 per cent are men and 16 per cent 
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are women. In addition Babow estimated there are 
at least 50,000 more men and women who have 
problems as a result of drinking such that they 
might be expected to receive help but who so far 
do not have the mental or physical complications of 
alcoholism. 


Boyes* made the startling estimate that 20 per 
cent of the men and 10 to 12 per cent of the women 
in San Francisco are problem drinkers. He reported 
one-fourth of the patients at the San Francisco 
Adult Guidance Center, which is the Health Depart- 
ment outpatient clinic for alcoholics, are women. 


Only an estimated 10 to 20 per cent of alcoholics 
are homeless, unattached, unemployed persons of 
the Skid Row type. The remainder are distributed 
throughout the community. Many are “hidden alco- 
holics,” not known to the authorities or to medical 
or psychiatric facilities. A substantial number are 
not recognized as alcoholics by themselves, by their 
families or by their associates. 


While many and perhaps valid criticisms may be 
directed against the application of Jellinek’s formula 
to San Francisco, nevertheless other data confirm 
the relatively high prevalence rates of alcoholism 
in this city.‘ The death rate from cirrhosis of the 
liver (which in many cases is associated with alco- 
holism) is two and one-half times higher than the 
rate in California and over four times higher than 
the national rate. Over two-thirds of the 62,952 
arrests reported by the San Francisco Police Depart- 
ment in 1955 were for drunkenness. Many of the 
persons arrested were repeaters, some 800 to 1,000 
persons accounting for a substantial proportion of 
the total number of arrests. About 40 per cent of 
persons admitted to the psychiatric service of San 
Francisco Hospital, the city and county general hos- 
pital, are alcoholics. Thirty-six per cent of all pa- 
tient admissions (excluding those admitted for ob- 
servation) from San Francisco to California state 
mental hospitals in 1957-58 were for alcoholism. 


Although the data indicate that San Francisco 
has a more disturbing problem with alcoholism than 
have many other cities and that this problem has 
been incompletely solved, there is also evidence that 
a greater effort toward solution has been achieved 
in San Francisco than in many other communities. 
It is estimated that 6,000 to 6,500 San Franciscans 
were under some sort of care for alcoholism in 1958 
at various public and voluntary community and 
state facilities. However, this is less than one-fourth 
of the estimated 26,000 persons with physical or 
mental symptoms due to chronic alcoholism and 
does not include preventive or corrective measures 
for those in earlier stages of the affliction. 


The estimated numbers of San Francisco persons 
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under care for alcoholism at various community 
facilities in 1958 were as follows: 


Adult Guidance Center (Dept. of Public 


TM Sani nue eee 1,200 to 1,300 
San Francisco General Hospital (Dept. of 

ee TR sence Mh ee ae 1,700 to 2,100 
Single Men’s Rehabilitation Center 

(Dept. of Public Welfare) ............................-- 400 to 500 
State Dept. of Mental Hygiene............................ 740 to 860 


Various “half-way houses” .............................. 1,200 to 1,500 
Northern California Service League.................. 150 to 200 
Voluntary general hospitals............................-- 100to 150 


It must be noted with regard to the foregoing 
data that in many instances a single patient received 
care from more than one facility. 


The estimates do not include patients receiving 
care for alcoholism from physicians in the patient’s 
home or a physician’s office. Nor do they include 
persons who may have received some help for alco- 
holism from family service agencies, probation de- 
partments, pastoral counseling or outpatient psychi- 
atric clinics other than the Adult Guidance Center. 
Also not included are patients who may have ob- 
tained help for alcoholism at federal government 
hospital or clinic facilities for veterans, members of 
the armed forces or the Merchant Marine. A large 
proportion of patients at these federal government 
facilities, however, are not San Francisco residents. 


ALCOHOLISM AS A DISEASE 


Alcohol has been a resource and alcoholism a 
human affliction for thousands of years. The use of 
alcohol has been accepted without censure in many 
cultures. More frequently, alcoholism, defined in 
various ways, has been considered a moral weak- 
ness, a willful sin or an offense punishable by law. 
A more modern concept views the moderate use of 
alcohol as apparently having no adverse effects on 
many individuals and as probably beneficial to 
many. Habitual dependence on alcohol, however, 
has become regarded as both a cause and a conse- 
quence of physiological, psychological, social and 
economic disorder. Alcoholism, as a disease or dis- 
ease syndrome, is found to afflict vulnerable mem- 
bers of the population while leaving others with a 
seemingly similar exposure unscathed. 


The disease, alcoholism, may aptly be compared 
with tuberculosis at about the turn of the century. 
The causative agent, alcohol, is known but not to be 
eradicated easily. Morbidity is in some measure 
related to the degree of exposure of a vulnerable 
host. Factors of individual susceptibility are not 
known. There is no specific cure. The stigma of so- 
cial disapproval is attached to the disease. It is a 
chronic disorder subject to frequent relapse. Early 
diagnosis is difficult. Treatment requires a long 
program of care and rehabilitation, often involving 
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hospitals, clinics and other facilities. It affects all 
social strata although there seem to be greater con- 
centrations of cases in some socioeconomic strata 
and cultural subgroups, and in certain geographical 
areas of a community which have a higher propor- 
tion of populations at risk. There are psychological, 
social and economic effects upon the family of the 
patient. Emotional, socioeconomic and cultural fac- 
tors and family dynamics may play a part in the 
occurrence and recurrence of the disease. There is 
more than an occasional need for the use of author- 
ity, especially with reference to “recalcitrants.” Re- 
lationships with law enforcement officials are often 
necessary. The disease results in an incalculable eco- 
nomic loss to the community not only in terms of 
income loss but also in increased social dependency 
and in care by governmental and voluntary commu- 
nity resources. 


EDUCATION, RESEARCH AND SERVICE 


There is ample precedent for dealing with a dis- 
ease when the causative agent is known but cannot 
be eradicated, when factors determining host sus- 
ceptibility and transmission are not identified, and 
when a specific cure is not available. First, the dis- 
ease must be recognized for what it is and what it 
does. This necessitates professional and public edu- 
cation. Second, time, effort and money must be 
devoted to research in the hope of reaching and un- 
derstanding of the pathogenesis, and ultimately pre- 
vention and cure. Third, early diagnosis is important 
in order that the patient may be treated with avail- 
able (although admittedly far from perfect) meth- 
ods, in order to save lives, reduce disability and 
curtail the social and economic ravages within the 
community. These principles of education, research 
and services are not new. They form the backbone 
of the programs of scores of public and voluntary 
health and welfare agencies as well as of the medi- 
cal profession itself. They are techniques of proven 
effectiveness. They are fully and appropriately ap- 
plicable to alcoholism as a disease that afflicts an 
individual, affects his family, menaces the public 
health and produces social and economic disorders 
in the community. 


A COMMUNITY PROGRAM FOR CONTROL 


Comprehensive studies made in cooperation with 
the San Francisco Medical Society and many public 
and voluntary health and welfare agencies in San 
Francisco, and with the help of a panel which in- 
cluded the Committee on Alcoholism of the Ameri- 
can Medical Association and 36 individuals inter- 
ested in and experienced in the local problem, have 
led the Health Council and the United Community 
Fund to propose a broad community program to 
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control alcoholism in San Francisco. The recom- 
mendations are based on the knowledge that alco- 
holism is a disease affecting so many San Fran- 
ciscans that it is a major public health problem for 
the entire community. Alcoholism should be at- 
tacked, as have similar problems in the past, with 
a vigorous community-wide program of education, 
service and research of sufficient magnitude to be 
commensurate with the problem. 

From the studies came recommendations ‘that 
such a program can best be carried out by the medi- 
cal profession, hospitals and many existing public 
and voluntary health agencies, catalyzed by a strong 
and effective voluntary health agency that will fos- 
ter, strengthen and coordinate education, research 
and patient service in the community. It is consid- 
ered that funds to support such an agency can be 
developed on the basis that the program is a means 
to counteract and ultimately reduce the huge eco- 
nomic losses that alcoholism costs management, 
labor and other organizations as well as many 
families. 

It is further recommended by the Health Council 
that efforts toward the prevention of alcoholism re- 
ceive particular emphasis. It is clear that recogni- 
tion of alcoholism as a disease, public education as 
to its nature and course, removal of the social 
stigma that now attaches to it, and early identifica- 
tion of the potential alcoholic, or problem drinker 
or “hidden alcoholic” are of paramount importance 
in the prevention of alcoholism. 

These recommendations recognize that the preven- 
tion and treatment of alcoholism in the present state 
of knowledge require accurate medical, psychiatric 
and social diagnosis for the individual patient in a 
coordinated and continuing program of treatment 
with a family focus wherever possible, and prefer- 
ably within the community. Recognized as essential 
in dealing with alcoholism are individual or group 
psychotherapy for the addict, work with the family 
by a social worker or clinic psychologist, vocational 
rehabilitation, and use of other community re- 
sources. 

Particular recommendations are that the role of 
the practicing physician in the treatment of alco- 
holism be emphasized; that consideration be given 
to better deployment of psychiatrists, clinical psy- 
chologists, medical and psychiatric social workers 
and rehabilitation counselors; that efforts be made 
to develop more professional personnel who are 
trained, oriented, and interested in working with 
alcoholics and their families; that hospitals be en- 
couraged to provide more inpatient care for alco- 
holics and arrange for outpatient care by private 
physicians or in clinics; that the principle of includ- 
ing care for alcoholism in health insurance contracts 
be explored further; and that there be a careful 
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review of laws, judicial and correctional procedures 
involving alcoholics with a view to effecting a fur- 
ther recognition that an alcoholic is not a criminal 
to be punished or isolated from the community but 
an ill person who needs medical, psychiatric, psy- 
chosocial ‘or vocational help. 

The fundamental long-term research into the 
basic causes of alcoholism as well as its physical, 
psychological, social and epidemiologic character- 
istics is recognized as the only means to an ulti- 
mate solution. Advances in etiology and control 
would afford huge economies in health, time and 
money for the entire community, as well as release 
the patients from suffering. Scientific method and 
common sense demand that appropriate time, effort 
and funds be made available and applied for this 
purpose. 

An initial step was taken recently by the Bay 
Area Council on Alcoholism, which has sought to 
raise funds to provide a trained staff to help busi- 
ness and industrial firms establish programs for the 
early detection and treatment of alcoholics under 
medical supervision. The council, an affiliate of the 
National Council on Alcoholism, also plans to assist 
persons who are seeking information on alcoholism 
and to serve as a referral center for treatment and 
rehabilitation facilities in the area, Perhaps this 
council will develop into the strong community 
agency that has been recommended. 

The study of alcoholism in San Francisco stressed 
the role of physicians in the care and rehabilitation 
of alcoholics. The practicing physician is in a stra- 
tegic position to recognize the early symptoms of 
alcoholism, to identify the “hidden alcoholic” and 
to work with the patient and his family. The “Man- 
ual on Alcoholism” prepared by the A.M.A. Com- 
mittee on Alcoholism is recognized as a useful and 
authoritative guide for the medical management of 
alcoholism. Also the psychotherapeutic function of 
the physician as counselor to patients and their fam- 
ilies is of at least equal importance; and he can 
encourage the use of community resources in the 
treatment and rehabilitation of a patient. The physi- 


cian can render preventive care to the spouse and 
children of those afflicted. 

The availability of short-term care for alcoholic 
inpatients in general hospitals is essential for their 
medical, psychologic and sociologic care. In this 
connection the successful demonstration at Mt. Zion 
Hospital and Health Center in San Francisco that 
alcoholic patients can be given inpatient care on an 
unsegregated basis without special nursing is note- 
worthy. The hospital setting provides an opportu- 
nity for necessary medical, psychiatric and socio- 
logic diagnosis and preparation for a program of 
treatment and rehabilitation by the doctor using 
any community resources that may be required. 

The San Francisco Medical Society has appointed 
a group of its members who have a broad knowledge 
of this disease to offer sound guidance to the pro- 
fession and related organizations. This program on 
the community level reinforces and parallels state- 
wide activity by the California Medical Association 
and the State Department of Health and the na- 
tional effort of the American Medical Association. 

2015 Steiner Street, San Francisco 15 (Babow). 
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The Coroner and the Common Law 


ll. Functions of the Coroner 


JESSE L. CARR, M.D., San Francisco 


THE OFFICE OF CORONER was created by the Califor- 
nia State Legislature in 1876. 

Under Sections 10400 and 10425 of the State of 
California Public Health and Safety Code, together 
with various sections of the codes of the component 
counties of California, the coroner is directed to 
investigate and in his judgment hold an inquest 
after death in the following circumstances: 


1. A person has been killed. 
. A person has committed suicide. 
. Death is the result of an accident. 
. An injury is a contributing cause of death. 
. Death has occurred without medical attention. 


6. The attending physician has been unable to 
state the cause of death. 

7. There is reasonable ground to suspect that 
death was directly or indirectly caused by the crim- 
inal act of another. 

8. Continued absence of an attending physician. 


9. The physician of record was in attendance less 
than 24 hours before death. 


10. A person has died suddenly. 
11. The circumstances of the death are unusual. 


12. Death has occurred through the instrumen- 
tality of some other person. 

13. Death has occurred under any suspicious cir- 
cumstances, 


In addition to these provisions, there are non- 
statutory responsibilities which a coroner may have 
to assume. For example, if a husband and wife die 
in the same accident without evidence of which died 
first, the medical presumption is generally that the 
wife died first, she being assumed to be the weaker 
of the two. In similar circumstances many life in- 
surance companies, in order to provide payment to 
the beneficiary without litigation, hold that the 
husband died first. On the other hand, considering 
the present-day tax structure, it would be preferable 
in certain cases to presume that the wife predeceased 
her husband, for had her death been subsequent to 
the husband’s she would inherit from him. The 


Submitted November 16, 1959. 


Part II of an article in five parts. Part I appeared in the May issue; 
others will appear in succeeding issues. 
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children, if there were issue, would in turn [in 
California] inherit her community half interest from 
her, thus charging two inheritance taxes against the 
estate instead of one. In such instances the coroner 
may be requested to state the time of death as well 
as the cause. 

Review of these statutes reveals a vague, continu- 
ous sequence of developments in the medicolegal 
field paralleling our social evolution. Historically, 
there have been several episodes of progress through 
the years, interspersed with eras of retrogression 
and disintegration of the coroner’s office. The basic 
provisions of our Health and Safety Code come from 
the old English common laws. These are: 


a. If a person has been killed or died as the result 
of an accident, the coroner is directed to go 
to the scene of the death and hold an inquest 
thereupon. 

. If a person has committed suicide the coroner 
is ordered to investigate the death and there- 
after to confiscate the property and belong- 
ings of the person. (Suicide under the English 
code was regarded as a major criminal offense, 
there being at the time the code was formu- 
lated no background of psychiatric under- 
standing and social compassion, such as 
prevails today.) With certain recent exceptions 
this is still the case. 

The beginning of the industrial revolution is re- 
flected in provisions 3 and 4 of the list above— 
“death is the result of an accident,” and “injury has 
been a contributing cause of death.” In the medieval 
days of the coroner’s office, cases in which death 
was a result of accident or in which injury had been 
a contributing cause did not assume major economic 
proportions. Accidents were common in everyday 
life and the economic liabilities accrued only to the 
injured person and his family. With the advent of 
the industrial revolution, society began to recognize 
the employer’s responsibility for an employee’s in- 
jury and/or death occurring from an accident, if it 
was due to negligence of the employer, or unneces- 
sary industrial hazard, or other cause associated 
with one’s employment. The gradual development 
of industrial accident commissions, double indem- 
nity clauses in life insurance policies for accidental 
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death, health and accident insurance and compensa- 
tion coverage gave accidental injury and death a 
new pecuniary importance in addition to its his- 
torically tragic imputations. Many new problems 
developed for the responsible public officials in de- 
termining whether a person had met death through 
circumstances wherein someone else had a legal 
liability and a financial responsibility, With the 
further refinement of compensation insurance laws, 
it became necessary for the coroner to determine 
whether an injury which was the result of an acci- 
dent occurring at work might be a remote or a 
contributing cause of death, and as such be compen- 
sable. In the ensuing years, illnesses arising (some- 
times most tenuously) from industrial injuries have 
become compensable under the laws of the common- 
wealth. 

It seems probable that most coroners in the past 
have been capable, within certain limits, of deter- 
mining how a person was killed. They could also 
in some cases determine the presence or absence 
of criminality. They became adept at inquest tech- 
nique. At this point their responsibilities and their 
capacities were exhausted. The multifold responsi- 
bilities currently assumed by medicolegal authori- 
ties in adjudicating the relative contribution of 
industrial poisons, physical injuries, personal negli- 
gence, psychiatric and psychogenic factors, or 
medical malpractice to illness and death could not 
be assumed by the untrained and unassisted coroner. 
These problems are products of our increasingly 
complex social-economic system, and progressively 
demand better facilities and services. 

Methods of medicolegal investigation and the 
development of medicolegal training programs 
lagged far behind their parents, law and medicine. 
These newly developing socio-medicolegal problems 
disclosed not only that the existing officials, per- 
sonnel and equipment of the offices of legal medicine 
were deficient, but that the regulatory statutes as 
well were inadequate. The line of distinction be- 
tween natural and accidental death, suicide and 
homicide, mayhem and murder, assault and rape, 
arson and pillage is at times so fine that only with 
clearly defined authority can the most astute and 
well-trained investigators with the best of facilities 
be adequately discerning. Where there is a possi- 
bility of remote or minor injury by obscure means 
being a contributing cause of death, the intricacies 
of the problem are compounded, often even beyond 
the capacity of the well staffed modern coroner’s 
office. 

Over the past two centuries so many of the mis- 
cellaneous responsibilities of the coroner were trans- 
ferred to other agencies that the duties of the coroner 
diminished to the simple and fundamentally objective 
inquest. He had to arrive at his conclusions only by 
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observations made at the scene of death without 
investigation of the associated circumstances, for 
the privileges of investigation had been transferred 
to the police department or the sheriff's office. In 
1926, as it had become apparent that no coroner, 
no matter how experienced and talented, could be 
reasonably expected to reach accurate conclusions 
without having more information than could be 
obtained by looking at the body at the scene of 
death, the State Legislature restored the prerogative 
of investigation to the coroner’s offices in California. 
Most coroners then found themselves inadequately 
prepared to conduct investigations, as they were 
without trained personnel, proper equipment, work 
areas or staff-training facilities, and also without 
money to expand their office capacities. In states 
where medical examiner systems existed or have 
become operative, the medical examiner was by law 
a better qualified official and had more financial 
support, but the original terms of appointment have 
directed most medical examiners to be concerned 
mainly with death of homicidal or suicidal nature. 
Even the authority of the medical examiner did not 
at first include investigations into the industrial 
accident field. Currently, coroners in California (and 
medical examiners elsewhere) have the authority 
and the facility for such investigation. 


Development of the Present Health and Safety Code 


It is apparent that although the original four 
provisions of the Health and Safety Code covered 
the fundamental requirements in cases of homicide, 
suicide, accidents and injury, they did not cover the 
other medicolegal needs of society. As medical 
knowledge grew, the untrained official, whether lay 
or professional, was unqualified to meet the grow- 
ing medical responsibilities of his office. It became 
necessary to acquire the services of scientists and 
physicians who could solve the academic problems 
of the office. Provisions 5; 6, 8, and 9 in the list 
printed at the beginning of this article are all con- 
cerned with the acquisition of medical opinion to 
establish the cause of death to substantiate the coro- 
ner’s opinion as found by investigation and inquest. 
In review, these provisions cover: 


5. Death which occurs without medical attention. 

6. Death where the attending physician has been 
unable to state the cause of death. 

8. Death which occurs during the continued ab- 
sence of an attending physician. 

9. Death where a physician has been in attend- 
ance less than 24 hours beforehand. 

Three of these provisions (5, 8 and 9) mainly 
protect the public from the maneuvering of those 
who seek to make murder or suicide appear to be 
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death from natural causes. Two (6 and 9) provide 
legal and scientific consultation in the case of un- 
accountable death and protect the physician or 
health officer from being forced into the position of 
having arbitrarily (and perhaps erroneously) to 
certify to the cause of death. In such circumstances 
both medicine and society are better served by an 
official investigation. 

None of the sections so far discussed covers the 
problem of violations of the Medical Practice Act, 
nonprofessional instrumentation or criminal abor- 
tion, with all the social, medical and religious cross- 
currents. Proviso number 7 authorizes the coroner 
to investigate obscure and intangible cases, includ- 
ing abortions, where he finds that “there are such 
circumstances as to afford a reasonable ground to 
suspect that the death was directly or indirectly 
caused by the criminal act of another.” The coroner 
is protected by this article for he need have only a 
reasonable ground for suspicion. When deciding 
upon an investigation, he need at the inception have 
no specific facts or documentation, the death needing 
only to have occurred under suspicious circum- 
stances and possibly by the criminal act of another 
either directly or indirectly. Considerable latitude in 
instituting and conducting investigations is implied 
by this rule. 

Further authorization for the coroner to investi- 
gate became necessary because of the peculiar exi- 
gencies arising from drug addictions, untoward 
reactions to medication, collapse under anesthetics, 
chemical incompatibilities, allergic reactions, anti- 
biotic sensitivities, organic and inorganic chemical 
poisonings, food intoxications, suffocation, carbon 
dioxide inhalation, industrial toxins, automobile 
accidents and ionizing radiation. Two provisions— 
“a person has died suddenly,” and “the circum- 
stances of death have been unusual”—give the 
coroner authority to investigate any such uncommon 
occurrences. 

The mechanical age has had great impact upon 
our national health; and in many cases inexperience, 
negligence, carelessness, recklessness, alcoholism, 
incompetence and mechanical failure have been the 
instruments by which not only the principals and 
passengers, but also innocent bystanders and casual 
observers have been injured or killed by moving 
vehicles. Number 12, cases in which “death occurs 
through the instrumentality of some other person” 
covers all such circumstances. Cases of malpractice 
may also be legally investigated under this rule. 

The reason for the inclusion of item 13, covering 
cases in which “death has occurred under any sus- 
picious circumstances,” is obscure but it obviously 
covers any situation not covered by the previous 
twelve directives, as well as any unforeseen new 
problems or situation which will arise in the strange 
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new world of tomorrow. By this authority, a coroner 
may investigate any death that he decides is asso- 
ciated with any abnormal social or medical pattern 
or circumstances of behavior which may arouse his 
suspicion. 

That such a motley, disorganized and overlapping 
group of sanctions, without sequence or continuity, 
should constitute the authority of a designated pub- 
lic official to investigate the medicolegal problems 
of a great commonwealth is a sad commentary upon 
the progress and evolution of statutory law in our 
generation. It is true that they provide the coroner 
with definite powers and provide him safeguards in 
the pursuit of his duty. It is also true that the public 
is provided with medicolegal services which are 
commensurate with the quality of the official’s work. 
Practitioners of medicine are given academic assist- 
ance and at times the opportunity of confirming 
their medical conclusions by referring to a properly 
constituted office the confusing medical problems 
which arise. But they do not set standards, or be- 
havior patterns of operation or minimal technical 
qualifications for employment or requirements for 
official election or appointment. Today, even in the 
best serviced areas, homicide, suicide, manslaughter 
and mayhem may occur unsuspected and undetected. 
Although the most dramatic and apparently still the 
most newsworthy of coroners’ cases, these are no 
longer the prime circumstances of importance with- 
in the medicolegal pattern. Workmen’s compensation 
laws, industrial accident commissions and compen- 
sation court awards have given the findings of the 
medicolegal offices a real and substantial pecuniary 
value. These findings also have far-reaching social 
values. For instance they may determine whether a 
widow must abandon her maternal status and go 
to work to support her family after the death of her 
husband, or whether by an industrial insurance 
award she may stay home to care for and educate 
her family. Verdicts can be instrumental in deciding 
whether children go to college or to day-labor, 
whether a mortgage is foreclosed on the family 
home, or whether a patient gets private medical 
care or hospitalization in a publicly supported in- 
stitution. The apprehension of murder, the revela- 
tion of abortion, or the disclosure of charlatanism 
and malpractice are basically important, but they 
are currently less important economically than the 
accurate evaluation of the role: of effort in inducing 
coronary thrombosis and heart failure, or the im- 
portance of silicosis, developed during employment, 
contributing to death from active pulmonary tuber- 
culosis. The child, Industry, has outgrown the giant, 
Crime, in medicolegal importance within our mod- 
ern civilization. 

This obvious pyramiding of medicolegal respon- 
sibilities, both in scope and importance, has led to 
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general medical and legal confusion and disorgani- 
zation, within which are alternating bright spots 
of progress and accomplishment. Education of the 
general public, the legal and medical profession, 
medical students, technicians, law enforcement offi- 
cers and morticians is essential to the best future 
development of superior medicolegal service. Al- 
though meager, some courses are now being offered 
by various institutions for these purposes. Of first 
importance both to the public and the professions in 
this regard is some knowledge about death and of 
the immediate consequences. Who can sign a death 
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certificate? Who can authorize an autopsy? Who 
may remove a deceased person from the place of 
death and when? Who may prepare a body for 
burial? Who may assume the responsibility for 
interment? Who are the legal heirs? These and 
many other items deserve subsequent discussion be- 
cause they become important immediately upon the 
death of an individual anywhere in the towns, cities 
and counties of California, the United States of 
America, countries of the “civilized” world, and 


even to a more limited extent in less privileged areas. 


San Francisco General Hospital, 22nd Street and Potrero Avenue, 
San Francisco 10. 
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Malignant Disease and Gastric Polyps 


LEONARD BRESLAW, M.D., Beverly Hills 


THE RELATIONSHIP of gastric carcinoma to gastric 
polyps is, as yet, incompletely determined. The op- 
portunity to observe gastric polyps both roentgeno- 
graphically and gastroscopically in a 65-year-old 
man in whom cancer of the stomach was seen at op- 
eration six months later has prompted the present 
report and a general discussion of diagnostic prob- 
lems in cases of this kind. 


REPORT OF A CASE 


The patient, a 65-year-old white male shipyard 
worker who had been observed periodically in the 
clinic for two and a half years, noted onset of epigas- 
tric distress and bloating immediately after eating 
in the fall of 1957. There was no loss of weight or of 
appetite. On occasion the patient noted pain that he 
described as cramp-like, which was relieved by eat- 
ing. There were no specific food intolerances. 

The patient had had lead poisoning in adoles- 
cence. He had worked in soft coal mines, both in 
drilling and blasting capacities, for many years be- 
fore his shipyard work of the last ten years. Family 
history was sketchy, but so far as could be deter- 
mined none of his relatives had had cancer. Mul- 
tiple sigmoid diverticula had been diagnosed on a 
previous examination in the clinic. However, with 
the patient keeping to a bland diet and taking anti- 
spasmodics, no abnormal discomfort had been pres- 
ent until the present complaints. 


Upon physical examination no abnormalities were 
noted. The results of laboratory tests were within 
normal limits, except for the absence of free hydro- 
chloric acid with histamine. 


Because of epigastric bloating and fullness, x-ray 
examinations of the upper gastrointestinal tract was 
carried out October 3, 1957 (Figures 1 and 2). A 
small esophageal hiatus hernia was observed. It was 
not associated with reflux esophagitis or peptic ul- 
ceration of the esophagus. A well demonstrated 
polypoid lesion involving the anterior wall of the 
body of the stomach, midway between the greater 
and lesser curvatures, could be seen. There were 
some associated thickened folds in the area. In some 
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of the films the lesion appeared to be a pedunculated 
polyp (Figure 1). In others it had a sessile appear- 
ance. In the radiologist’s interpretation, these ob- 
servations, in association with thickened folds, 


Figure 1.—Polygraphs, October 3, 1957, showing a polyp- 
oid, pedunculated lesion in the mid-body of the stomach. 
The suggested stalk is seen in the lower right hand corner 
film. Suggestive mucosal irregularity can also be seen. 


Figure 2.—Barium-filled stomach showing only minimal 
irregularity along the greater curvature in the area. 
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Figure 3.—Upper gastrointestinal series, June 11, 1958, 
showing distinct infiltration in the area in question. 


raised the definite possibility of carcinoma or 
lymphoma. Hence, the patient was referred for 
gastroscopic examination. On November 22, 1957, 
a flexible Cameron gastroscope was readily passed. 
The angulus, clearly visualized, was somewhat en- 
larged and thickened. The antrum was seen clearly. 
Normal peristalsis was seen throughout. On the an- 
terior wall above the angulus there was a slightly 
irregular lobulated polyp about 1.2 cm. in diameter. 
Whether it had a stalk or pedicle could not be seen 
owing to its size and proximity to the wall of the 
stomach. Two other smaller polyps were seen on the 
greater curvature in the area immediately. above the 
angulus. There was diffuse atrophy in the body of 
the stomach on the anterior wall and lesser curva- 
tures. 

The impression was of atrophic gastritis and gas- 
tric polyps. No evidence of carcinoma was seen. 
Periodic x-ray and gastroscopic examination was 
advised. There was little change in clinical symp- 
toms in the next six months and no loss of weight 
or of appetite. On routine radiographic study of the 
upper gastrointestinal tract in June, 1958, the radi- 
ologist made the following report: “At fluoroscopy, 
the esophagus appeared normal. . . . The previously 
described polypoid lesion . . . appeared to be larger 
than at the previous study. The mucosal pattern in 
the region appeared somewhat disrupted. The re- 
mainder of the stomach appeared to be within nor- 
mal limits.” The conclusion was that the large 
polypoid lesion was presumed to be carcinoma until 
proven otherwise (see Figures 3 to 6). 

Operation was carried out June 30, 1958. On the 
lesser curvature of the stomach just above the inci- 
sura, there was an indurated area about 4 cm. in 
diameter which, on gross inspection, appeared to be 
a superficial spreading carcinoma. In the center of 
the lesion, a polypoid mass was present about 2 cm. 
in diameter on a pedicle 6 to 7 mm. in diameter. On 
the posterior surface of the stomach, along the 
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Figure 4.—Mucosal detail polygraphs showing definite 
alteration suggestive of malignant disease. The peduncu- 
lated character is no longer demonstrable. 





Figure 5.—Additional spot films of the mucosa in this 
area suggestive of polypoid malignant change. 


greater curvature opposite the previously described 
lesion was another area of induration about 4 cm. 
in diameter which also grossly appeared to be a 
superficial spreading carcinoma (Figure 7). There 
were multiple nodes along the lesser curvature which 
appeared grossly to be metastatic. A node at the high 
lesser curvature at the esophageal hiatus was also 
removed for separate section. 

There was no gross extension of the tumor or ad- 
herence to the transverse colon or the underlying 
pancreas. Approximately 85 per cent of the stomach 
was resected, and a Billroth I anastomosis was per- 
formed. 
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PATHOLOGIST'S REPORT 


Gross examination. The pathologist reported: (1) 
A 1 cm. node replaced by tumor. (2) The greater 
omentum appeared free of tumor involvement, The 
specimen of stomach measured 17 x 10 cm. Three 
centimeters from one resected edge there was a 
tumor mass roughly 4 cm. in diameter and 1.5 cm. 
thick. At a distance of 3.5 cm, from it there was an- 
other tumor mass 4.5 cm. in diameter. This also 
resembled carcinoma on sectioning. It gave the 
appearance of a superficial spreading carcinoma 
beginning to produce a linitis plastica effect by 
encircling the stomach in a linear and annular fash- 
ion. On sectioning the tumor mass, white tumor 
could be seen infiltrating the muscle wall of the 
stomach almost to the serosal surface. Approxi- 
mately a dozen small lymph nodes, the largest 1 cm. 
in diameter, were removed from the mesentery of 
the stomach. All appeared to be replaced by tumor. 
There was a suggestion of chronic antral gastritis 
with a cobblestone pattern on the mucosal surface. 
The tumor did not appear ulcerated. 


Microscopic examination. Sections from the 
lymph node showed node replacement by well differ- 
entiated metastatic adenocarcinoma. Extensive antral 
gastritis with considerable intestinal metaplasia was 
noted in sections from the stomach wall. Specimens 
from the tumor revealed well differentiated adeno- 
carcinoma, spreading along the surface of the stom- 
ach and spreading through the wall of the stomach 
to the serosal surface. The pattern was of a scirrhous 
carcinoma in one area. The diagnosis was adenocar- 
cinoma of the stomach, with metastasis to regional 
lymph nodes. 


Incidence 


Buckstein® reported that in 21,026 autopsies in 
Bellevue Hospital from 1915 to 1938, 104 cases of 
benign tumors of the stomach were identified. 


The general incidence varies from 0.25 per cent 
found by Spriggs and Marxer® in 4,400 autopsies to 
0.7 per cent by Lawrence® in 7,000. 


Malignant Degeneration 


Buckstein® reported that of 31 gastric polyps, five 
had gross characteristics of benign lesions and that 
on microscopic section carcinomatous degeneration 
was evident. 


Benedict and Allen! in 1934 reported on 17 gas- 
tric polyps examined at the Massachusetts General 
Hospital, seven of which showed some tendency to 
malignant change. Brunn and Pearl* in 1943 re- 
emphasized the danger of malignant transformation 
in multiple polyposis of the stomach by reporting 
84 cases, each with three or more polyps, in which 
12 per cent were directly associated with carci- 
noma and 41 cases eventually developed malignant 
changes. 


On the other hand, Carey and Hay‘ found no di- 
rect relationship between the development of carci- 
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Figure 6.—Air-filled stomach demonstrating the polyp- 
oid character of the lesion on the posterior wall of the 


body. 
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Figure 7—Photograph of the resected specimen demon- 
strates the polypoid character of the malignant lesion. 














noma and benign gastric adenoma. They observed 
20 patients with single benign adenomas for from 
one to nine years and ten patients with multiple 
benign adenomas for from one to seven years with- 
out development of carcinoma. Miller and co-work- 
ers’ found malignant changes in eight of 23 gastric 
polyps. Rigler and Erickson® reported two cases in 
which a polyp was removed by local resection and 
cancer developed at the sites of resection, 18 months 
later in one case and 48 months later in the other. 


Although the initial x-ray study in the case herein 
reported did show suggestion of a pedicle, the slight 
irregularity and thickening of the rugal folds around 
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the point of origin of the lesion made the radiologist 
suspect carcinoma or lymphoma initially. 


The author can only reemphasize the importance 
of mucosal detail in the area surrounding the polyp. 
This irregularity, combined with fluoroscopic obser- 
vation, served as the basis for a diagnosis of early 
malignant disease. 


Gastroscopic Examination 


The polyps in the present case were clearly visual- 
ized on gastroscopy. Nothing about their shape or 
gross appearance, including color, suggested malig- 
nant change. No ulceration or greyish discoloration 
was noted that might have suggested any but a be- 
nign process. They were so located and of such size 
that it was impossible to see whether there were 
pedicles at the point of attachment. Adjacent mu- 
cosal atrophy, normal peristalsis, and adequate dis- 
tention have been noted by many observers in early 
lesions of this type. 


SUMMARY 


A case of a 65-year-old white man with minimal 
symptoms and identification of several gastric polyps 
is presented. On x-ray examination a pedicle was 
suspected, but the radiologist raised the suspicion of 
malignant disease on the basis of fluoroscopic “stiff- 
ness” and the radiologic mucosal irregularity in the 
area adjacent to the lesion. Gastroscopically, the 
polyp was identified and appeared benign by all 
usual criteria. In addition, several smaller polyps 
were seen in the area. Six months later, the radio- 
logic picture was characteristic of malignant change 
athough there had been no change in symptoms. On 
exploration, metastasis to nodes, regional in nature, 
was already present. Pathologic section showed ex- 
tensive chronic antral gastritis in conjunction with 
the adenocarcinoma (polypoid in type). 

9735 Wilshire Boulevard, Beverly Hills. 
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Single Stage Resection of Seven Aneurysms 


ARTHUR C. MILLER, M.D., and 
DONALD H. ABBOTT, M.D., Loma Linda 


NUMEROUS MEDICAL CENTERS are reporting many 
cases of resectional operation for arterial aneurysms. 
Relatively little has been presented, however, re- 
garding operations on patients with multiple an- 
eurysms, possibly because many patients who have 
multiple aneurysms are not candidates for elective 
operation. The following is a report of a patient 
having eleven aneurysms, in whom seven were 
resected in a single operation. 

A 66-year-old Negro man was admitted to Loma 
Linda Hospital September 15, 1959, with a history 
of having first noted swelling in both femoral areas 
nearly six years previously. For the preceding three 
years these swellings had progressively increased 
in size. More recently the patient had noticed swell- 
ing in the left leg occurring when he sat and re- 
lieved when he stood or reclined. There had been 
no pain or tenderness, and the patient had been 
doing fairly active physical work until a few days 
before admission to the hospital. 

The patient gave a history of having diabetes 
mellitus, controlled on low dosage of insulin. He 
knew of no heart trouble or hypertension. His father, 
he said, died at age 78 of hypertension. 

The patient was 6914 inches in height and weighed 
176 pounds. Pronounced arcus senilus was present. 
Blood pressure in the. left arm was 130/100 mm. 
of mercury. A large pulsating mass was palpated 
in the lower abdomen, extending from just above 
the umbilicus downward across much of the right 
lower quadrant. The upper portion of this mass 
could be easily seen when the patient was in the 
supine position. Large femoral pulsating masses 
could be seen and felt, and a smaller pulsating mass 
could be palpated in the left popliteal fossa. Good 
posterior tibial and dorsalis pedis pulses were pres- 
ent bilaterally. 

Radiographs of the abdomen showed a partially 
calcified mass, suggesting a rather large aneurysm 
in the region of the second and third lumbar ver- 
tebrae. Films of the chest showed tortuosity and 
some dilatation of the thoracic aorta, but no sug- 
gestion of actual aneurysm. 

The hemoglobin content was 12.5 gm. per 100 cc. 
of blood, packed cell volume 39 per cent, nonprotein 
nitrogen 31 mg. per 100 cc. of serum, and blood 
volume 5,950 cc. Results of blood tests for syphilis 
were negative. The specific gravity of the urine was 
1.016 and there were no casts or red blood cells. 

The electrocardiogram was reported as an ab- 
normal tracing interpreted as consistent with left 
ventricular hypertrophy. 

At operation, with the arterial pressure, an elec- 
trocardiograph and an electroencephalograph con- 
tinuously monitored, the abdomen was opened and 
a very large fusiform aneurysm of the terminal aorta 
was observed, beginning several centimeters distal 
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to the renal arteries. Large aneurysms were also 
present involving both common iliac arteries, both 
external iliac arteries and both hypogastric arteries. 
There was a small aneurysm of the left profunda 
femoris. The aneurysms were relatively thin-walled 
and quite easily compressible. After dissection and 
clamping were completed, 500 cc. of blood was with- 
drawn from the largest aneurysm. This blood was 
later returned to the patient. The aortic, common 
iliac, external iliac and common femoral aneurysms 
and arteries were resected as one specimen. The hy- 





pogastric arteries and both profundas were ligated. 
A teflon bifurcation prosthesis was used to reestab- 
lish continuity. 

The pathologist reported “atherosclerotic arteries 
with fusiform and saccular aneurysms.” 

The patient made an uneventful recovery and left 
the hospital ambulatory on the fourteenth post- 
operative day. When last examined, in February, 
1960, he was symptom-free. He was comfortable 
walking and had returned to work. 

Department of Surgery, Loma Linda Hospital, Loma Linda ( Miller) . 





Removal of Left Ventricular Aneurysm 
With the Heart Exposed and Circulation 
Maintained by Heart-Lung Machine 


JEROME HAROLD KAY, M.D., 

ROBERT M. ANDERSON, M.D., 

SOL BERNSTEIN, M.D., and 

PAULINO TOLENTINO, M.D., Los Angeles 


In 1958 Bailey, Bolton, Nichols and Gilman’ de- 
scribed the removal of left ventricular aneurysms 
following myocardial infarction. They advocated 
the closed technique method of excising aneurysms 
of this kind. The following case exemplifies the 
rapidity with which these aneurysms may enlarge, 
the symptoms of congestive failure, and surgery 
with the heart opened to expose the operative field. 

The patient, a 47-year-old white man, was work- 
ing under a trailer in Alaska on February 12, 1959, 
when he noticed the sudden onset of shortness of 
breath and severe pain in the chest, radiating to the 
elbows. Within 15 or 20 minutes he felt somewhat 
better and he rode in the truck for a distance of 
35 miles. While riding, he gradually became worse, 
vomited, and perspired profusely. He was admitted 
to Providence Hospital in Anchorage, Alaska, 
where he remained for five weeks. He was informed 
there that an aneurysm of his heart had developed. 
In the first films taken in Alaska, this lesion was 
very small and hardly noticeable. 


When the patient was first observed by the au- 
thors on June 17, 1959, there was no history of 
orthopnea, although he had noticed paroxysmal 
nocturnal dyspnea and shortness of breath on the 
least exertion. Upon physical examination the pa- 
tient was observed to be well-developed and nour- 
ished. With the patient recumbent the blood pressure 
in the right arm was 100/50 mm. of mercury and 
in the right leg 170/130 mm. There were good 
carotid, brachial, ulnar, radial, femoral and pos- 
terior tibial pulsations bilaterally. The right radial 
pulse was stronger than the left. The dorsalis pedis 
pulse could not be felt on either side. The edge of 


Aided by a grant (No. H-3827-Cl) from The United States Public 
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Figure 1.—Preoperative x-ray film showing large left 
ventricular aneurysm. 


the liver was not palpable. Upon cardiac ausculta- 
tion a diffuse apical beat was heard at the left fifth 
intercostal space over an area of about six centi- 
meters. No thrill was palpable. The pulmonic second 
sound was normal. No murmurs were heard. 

An x-ray film (Figure 1) taken June 20 showed 
an aneurysm involving the myocardium of the left 
heart border in the left ventricular region with some 
associated pleural thickening. This had increased to 
a pronounced degree since the small aneurysm was 
noted first on February 26, 1959. 

An electrocardiogram on June 20, 1959, was 
interpreted as indicating extensive anterolateral my- 
ocardial infarction. The ST T wave changes sug- 
gested either a relatively recent process or a 
ventricular aneurysm. Because of the rapidity of the 
growth of this lesion, operation was done on the 
fourth day in the hospital and a left ventricular 
aneurysm was completely resected. Extracorporeal 
circulation through the heart-lung machine was 
maintained for 58 minutes, the heart being per- 
mitted to beat throughout. The aneurysm, about 12 
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Figure 2.—Artist’s conception of left ventricular aneurysm and its removal in present case. 


cm. in diameter, extended within 1 centimeter of the 
circumflex artery and down to the apex of the heart. 
It also extended from within 2 centimeters of the 
descending branch of the left coronary artery over 
to the left. At its thinnest area the aneurysm was 
about 2 millimeters in diameter and at its base it 
was approximately 10 millimeters in diameter. The 
aneurysm was opened and many small clots were 
evacuated. These clots were thin and adherent to 
the wall of the aneurysm. The aneurysm was ex- 
cised, leaving a 1 centimeter rim of good fibrous 
tissue around its base (Figure 2). The defect in the 
left ventricular muscle was closed in a longitudinal 
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direction with multiple interrupted figure of eight 
sutures of No. 1 silk. Two continuous rows of No. 
1 silk were then used to further support the suture 
line. The cardiopulmonary by-pass then was dis- 
continued and the heart continued to beat well. 
Postoperatively the patient did well. However, 
due to a great deal of pulmonary secretion, trache- 
otomy had to be done 48 hours after the resection 
of the aneurysm. The tube was kept in place for 
eight days to facilitate aspiration of the secretions. 
After it was removed, the patient continued to do 
well. X-ray examination (Figure 3) after the opera- 
tion showed no evidence of the aneurysm. When last 
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Figure 3.—Postoperative x-ray film showing normal ap- 
pearance of the heart. 


seen four months later the patient felt well. He vol- 
unteered that he was no longer short of breath, that 
he felt as well as he had before the attack in Febru- 
ary, 1959, and was back at work. 


DISCUSSION 


A case of a rapidly developing and progressing 
left ventricular aneurysm during a four-month 
period after myocardial infarction is presented. The 
rapidity of growth of the aneurysm and the fact 
that the aneurysmal sac removed at operation was 
quite thin-walled, suggested that this patient would 
probably have died of rupture of the sac within a 
very short time. It is felt that all patients with left 
ventricular aneurysm following myocardial infarc- 
tion should be operated upon if there is any evi- 
dence of heart failure or embolization. If neither 
of these findings is present, the patient should be 
observed closely with serial x-ray examination at 
least every three months, and if there is enlargement 
of the aneurysm, operation should be performed. 

Excision of ventricular aneurysms with use of the 
heart-lung machine is believed to be better and safer 
than the closed technique. With the heart open, a 
more definitive procedure can be done and there is 
not the danger of embolization from the clot within 
the sac that there is with closed heart operations. 

At last report the patient had returned to work.* 
He felt essentially the same as he did before the 
myocardial infarct. On physical examination a 
Grade II systolic murmur was heard to the left of 
the sternum at the third and fourth intercostal 
spaces. 

2122 West Third Street, Los Angeles 57 (Kay). 
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Spontaneous Remission of Diabetes 


R. B. HAINING, M.D., Glendale, and 
R. G. HAINING, M.D., Boston 


PERSONS who recover from diabetic acidosis usually 
need insulin or dietary restriction or both for the rest 
of their lives. Sustained remission or recovery is 
extremely rare either in children or adults. “Once 
a diabetic always a diabetic” is almost axiomatic. 


The woman whose history follows has remained 
aglycosuric and normoglycemic, without taking in- 
sulin and with no restriction in diet, for six years. 


REPORT OF A CASE 


A 62-year-old widow was admitted to the Glen- 
dale Sanitarium and Hospital on the evening of 
February 11, 1954. Her husband had died suddenly 
late in 1953. On January 10, 1954, the patient 
became ill with what she thought was influenza. 
Her principal complaints were low-grade fever, ma- 
laise, insomnia and poor appetite. On February 1, 
1954, she was given Aureomycin capsules. On Feb- 
ruary 7 she noticed that her mouth felt dry “like 
cotton.” Her tongue was coated, and she was mildly 
nauseated and vomited once. She had several brief 
episodes of epigastric-retrosternal distress which 
she described as “angina.” She stated that in the 
month preceding admission she had lost 16 pounds. 
Her weight on February 11, 1954, was 110 pounds. 
There was no significant family history. 


The temperature was 99° F., the pulse rate 80 
and blood pressure 170/90 mm. of mercury. The 
lips were dry and cracked, the tongue coated and the 
superficial vessels in the pharynx moderately en- 
gorged. There was no physical evidence of disease 
of the heart or lungs, although an electrocardiogram 
was interpreted as showing “lateral myocardial is- 
chemia and left ventricular hypertrophy.” The optic 
fundi appeared normal for a person of the stated 
age. There were no abnormal abdominal or neuro- 
logical findings. 

On routine urinalysis there was a 4 plus reaction 
for sugar and 2 plus for acetone. The hemoglobin 
was 11.4 grams per 100 cc. of blood, and leukocytes 
numbered 11,300 per cu. mm., 83 per cent neutro- 
phils. Fasting blood sugar on February 12, 1954, 
was 610 mg. per 100 cc. The carbon dioxide com- 
bining power was 41 volumes per 100 cc. Nonpro- 
tein nitrogen was 30 mg. per 100 cc. of blood. The 
serum acetone reaction was 2 plus. 

During the next four hours 225 units of crystal- 
line insulin and two liters of 0.85 per cent sodium 
chloride were administered intravenously. After 
four hours the blood sugar was 62 mg. per 100 cc. 


Submitted March 3, 1960. 





CALIFORNIA MEDICINE 
















and the carbon dioxide combining power 54 vol- 
umes per 100 cc. 

The diet prescribed was 145 grams carbohydrate, 
55 grams protein and 80 grams fat (1,500 calories) . 
Ten units of crystalline insulin were given one-half 
hour before meals, with an additional 5 units for 
every plus over 2 plus (Clinitest). 

On February 19 the fasting blood sugar was 309 
mg. per 100 cc., the carbon dioxide combining 
power 57 volumes per 100 cc. Serum cholesterol was 
345 mg. per 100 cc., and cholesterol esterified was 
245 mg. per 100 cc. Cephalin flocculation was 1 plus. 
Thymol turbidity was 1 Maclagen unit. Serum 
protein was 5.5 grams per 100 cc. with normal 
albumin-globulin ratio, Beginning February 19, 30 
units of NPH insulin was given before breakfast, 
with crystalline insulin before meals in amounts 
governed, as previously, by the Clinitest reaction. 

An x-ray film of the chest February 19 was re- 
ported as showing “radiographically normal heart, 
lungs and pleura.” Radiological studies of the 
gallbladder, colon and upper gastrointestinal tract 
showed no abnormalities except a single ovoid gall- 
stone, nonopaque, measuring 15 mm. in its greatest 
diameter. 

From March 3 to March 9 there was no glycosu- 
ria. The fasting blood sugar March 9 was 73 mg. 
per 100 cc. The NPH insulin dosage was gradually 
reduced—to 25 units on March 4, 20 units on March 
6 and 10 units on March 9. No crystalline insulin 
was given after March 1. 

On March 12 insulin was discontinued. The fast- 
ing blood sugar March 15 was 110 mg. per 100 cc. 
The patient left the hospital March 18, with no 
prescription of drugs and with moderate dietary 
restrictions (1,500 calories—80 grams protein, 2:1 
carbohydrate). She weighed 120 pounds. 

Fasting blood sugar values as determined in the 
office March 23, April 6 and May 5, 1954, were 80, 
105 and 66 mg. per 100 cc. respectively. 

The patient was put in hospital again from Octo- 
ber 9 to October 11, 1954, because of fever, cough 
and “chest distress.” No abnormalities were noted 
on physical examination or in results of laboratory 
tests. On October 9 urinalysis showed no sugar or 
albumin, and the fasting blood sugar was 89 mg. 
per 100 cc. An x-ray film of the chest showed no 
change since February 18, 1954. The diagnosis was 
acute upper respiratory infection. The patient said 
that she “had not paid much attention to the diet.” 

The patient diligently tested her urine by Clini- 
test and at no time found evidence of glycosuria. 
Nevertheless, she continued to worry about a pos- 
sible recurrence of diabetes. On December 7, 1954, 
the blood sugar two hours after a “loaded” break- 
fast was 76 mg. per 100 cc. On February 15, 1955, 
the fasting blood sugar was 72 mg. per 100 cc., the 
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nonprotein nitrogen 30 mg. per 100 cc., and the 
results of urinalysis within normal limits. 

On January 23, 1956, the patient was admitted to 
the hospital with complaints of exhausting cough, 
chills, fever (102° F.) and pain in the right chest. 
Examination disclosed inspiratory rales and wheez- 
ing breath sounds in the right lower lung posteri- 
orly. An x-ray film of the chest showed a small 
pneumonic infiltration in the right middle lobe. 
Urinalysis January 24 was within normal limits and 
fasting blood sugar was 92 mg. per 100 cc. The 
patient chose her own diet. She was dismissed Feb- 
ruary 7 with no medication and no dietary recom- 
mendations. 

On May 17, 1957, the fasting blood sugar was 76 
mg. per 100 cc. Results of urinalysis and blood cell 
count were within normal limits. 

On July 27, 1958, the patient was admitted to 
hospital because of complaints of persistent pain in 
the left upper abdominal quadrant and in the left 
costovertebral area. An excretory urogram was re- 
ported as showing good bilateral kidney function, no 
abnormality of the kidney or ureteral outline, but 
a moderate cystocele. A barium enema study was 
carried out and no lesion was noted in the colon. 

During this hospital stay the patient was encour- 
aged to eat as she pleased. Since she had been 
doing this for two and a half years, it may be more 
correct to say that she continued to eat “what came 
naturally.” A strict vegetarian, the patient pre- 
sumably had a diet, in and out of the hospital, with 
a high carbohydrate content. On July 28 the results 
of urinalysis were within normal limits and fasting 
blood sugar was 97 mg. per 100 cc. The patient 
left the hospital July 30, 1958, asserting that she 
felt “better than I have in years.” Her weight was 
118 pounds. 

From March, 1958, to the time of this report, the 
only drug she received was chlorothiazide (Diuril®) 
250 mg., one tablet twice daily. Blood pressure as 
determined in the office from time to time, ranged 
from 120/80 to 160/90 mm. of mercury. There was 


"no recurrence of the “anginal” symptoms. The se- 


rum cholesterol on September 26, 1958, was 256 
mg. per 100 cc. Electrocardiograms continued to 
show left ventricular strain pattern but it was less 
pronounced than in 1954, 

In December, 1959, the patient was admitted to 
hospital for influenza with low-grade fever. A glu- 
cose tolerance test at that time showed 93 mg. of 
glucose per 100 cc. of serum while fasting, 116 mg. 
per 100 cc. 30 minutes after ingesting 100 gm. of 
glucose and 170.6 mg. per 100 cc. after 60 minutes. 
There was no glycosuria. The blood urea nitrogen 
and albumin-globulin ratio were normal. Results 
of a liver “profile” (including serum bilirubin, 
serum alkaline phosphatase, thymol turbidity and 
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cephalin flocculation) were within normal limits. 
The protein-bound iodine was 4.4 micrograms per 
100 cc. 

The patient was again in hospital on January 4, 
1960, with fever (102° F.), cough, chills, and 
girdle-type pain in the lower left thorax. Inspiratory 
rales were heard over the lower left lung posteriorly, 
and an x-ray film of the chest showed a small pneu- 
monic infiltrate above the left diaphragm. Within 
a few days the typical eruption of herpes zoster ap- 
peared. No abnormalities were noted on examina- 
tion of the blood and urine. The results of an Exton- 
Rose glucose tolerance test were essentially the same 
as those of December, 1959. 

On February 7, 1960, the blood sugar two hours 
after breakfast was 107 mg. per 100 cc. An x-ray 
film showed almost complete resolution of the in- 
filtrate in the left lung. No dietary restrictions had 
been ordered and the patient gained 10 pounds in 
weight during the month in the hospital. She re- 
quested a low-calorie diet because she “feels best” 
when her weight is 115 to 120 pounds. 


DISCUSSION 


That remissions can occur in insulin-deficient 
diabetes, usually by diet restriction and adminis- 
tration of insulin, is indisputable. Harwood,° in his 
recent review, expressed belief that the evidence 
also provides a convincing explanation of how they 
occur. He noted: Hyperglycemia, however pro- 
duced, may stimulate the beta cells of the pancreatic 
islets to the point of exhaustion. The pancreas re- 
sponds by hypertrophy of the islets and by formation 
of new islets from the acinar ducts. If the stimulus 
is too overwhelming or too prolonged, the islets will 
be irreversibly destroyed. However, if the stimulus 
is removed, and/or the hyperglycemia relieved, the 
production and normal tolerance for glucose are 
restored. In rare instances the stimulus is removed 
surgically by excision of diabetogenic tumors of 
the adrenal or thyroid glands. More commonly it is 
removed by administration of insulin and reduction 
of food intake. 

In 1953 Cheng, Jahraus and Traut! reported the 
case of a woman, 68 years of age, who, after an 
episode of coma, extreme hyperglycemia and pro- 
found ketosis, apparently made a spontaneous and 
complete recovery. Five weeks after the episode of 
coma and ketosis, insulin was discontinued. How- 
ever, two years and eight months after her first hos- 
pital stay she relapsed into a mild, chronic diabetic 
state. In a follow-up history of this patient, Traut® 
made brief mention of Harwood’s “less dramatic 
report.” He proposed no hypothesis of his own as to 
the modus operandi of spontaneous remissions from 
diabetes. He did not question the validity of the 
data on which Harwood bases his “explanation.” 
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He expressed belief that an “adequate explanation” 
of this phenomenon is not at present available, and 
apparently dismissed Harwood’s theory on the 
rather vague grounds that “assumption of a primary 
disturbance in the islet physiology would be over- 
simplification.” 

Disturbance in the islet cell physiology must 
surely be involved. Traut® may be correct in stating 
that to assume a “primary” disturbance would be 
to oversimplify. But did Harwood? postulate a “pri- 
mary” disturbance in islet cell physiology? To us 
it seems he did not. In Harwood’s view the “pri- 
mary” factor is in “. . . certain circumstances that 
produce hyperglycemia . . .” 


Sometimes the “circumstances” seem obvious. Di- 
abetogenic tumors disturb islet cell physiology, but 
the “primary” factor is the tumor, not what the 
tumor does to the islet cells. In Newburgh’s‘ cases 
the primary factor was probably overeating and 
obesity. In the case reported by del Greco and 
Scapellato? the primary factors were probably in- 
fection plus overconsumption of carbohydrates: A 
62-year-old man, recovering from pneumonia and a 
penicillin reaction, consumed 2 kg. of cane sugar 
and 3 kg. of honey within two days. Severe diabetes 
with acidosis quickly developed, although after 
treatment with insulin a remission occurred and 
continued for at least two years. 


In the case reported by Harwood* no “primary 
factors” are discernible. 


In the case herein reported the only “primary 
factors” admissible seem to be infection and emo- 
tional stress. Subsequent to the diabetic-acidotic 
episode the patient had several episodes of infection, 
five deserving hospitalization, with no detectable di- 
abetogenic effect. The results of glucose tolerance 
tests in 1959 and 1960 indicate that she is a poten- 
tial or “latent” diabetic, Nevertheless, in a period of 
six years, in spite of several serious infections, she 
had no clinical signs or symptoms of diabetes and 
required no treatment. 


Might emotional stress serve as a “primary fac- 
tor”? No definitive answer can be given. There are 
scattered references in the literature on the role of 
emotional upsets in producing hyperglycemia, but 
the evidence is fragmentary and inconclusive. In the 
case reported here, nothing more can be asserted 
than that emotional strain (following the sudden 
death of the husband) may have been one of the 
precipitating causes. 


If Harwood’s*® “explanation” is correct or par- 
tially correct, why is not the remission phenomenon 
more commonly encountered? Harwood replies that 
(1) the beta cell apparatus in such persons is inher- 
ently weak and a certain amount of irreversible 
damage has occurred before hyperglycemia, glyco- 
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suria, etc., are detected. (2) Patients are notoriously 
unwilling or unable to submit to the rigors of a re- 
stricted diet. (3) Physicians and patients both fear 
provocation of attacks of hypoglycemia. Thus the 
majority of patients with severe diabetes are syste- 
matically undertreated. They are kept in a state of 
chronic mild diabetes, and this makes remission or 
amelioration impossible. 

There may be another reason more difficult of 
proof. The “once a diabetic always a diabetic” atti- 
tude may have so greatly reduced awareness of the 
possibility of remission or recovery that physicians 
do not expect it, rarely attempt to induce it, and may 
not record it when it occurs. 

Whether Harwood’s explanation of the remission 
phenomenon is correct or not, his review makes 
the prognosis of diabetes less fatalistic. Diabetic 
patients, particularly “new diabetics,” should be 
treated vigorously and hopefully. The possibility of 
remission should always be borne in mind. 


SUMMARY 


A 62-year-old woman was put in hospital in 
February, 1954, with hyperglycemia and mild acido- 
sis. She was given insulin and intravenous fluids 
and a restricted diet was prescribed. Within four 


hours the laboratory signs of diabetic acidosis were 
reversed. Insulin dosage was gradually reduced 
and in four weeks was discontinued. She adhered 
to a mildly restricted diet till October, 1954. Since 
then she has not modified her food intake in any 
way except to reduce consumption of cholesterol- 
rich foods. Glucose tolerance tests indicate that she 
is still a latent diabetic. Nevertheless, in the past 
six years a number of severe infections, some re- 
quiring admittance to hospital, have not provoked 
signs or symptoms of diabetes. 
540 North Central Avenue, Glendale 3 (R. B. Haining). 
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Health Services for the Elderly 


THE NATION’S NEWSPAPERS have devoted innumera- 
ble columns in the past few months to the discus- 
sions and hearings in Congress on a welter of pro- 
posals for providing health services to people 65 
years of age or older, 

Mr. Forand of Rhode Island started it off a couple 
of years ago with his famous bill, backed by labor, 
to supply hospital, nursing home and surgical serv- 
ices to Social Security recipients. After a series of 
public hearings and thousands of pages of testi- 
mony, the Forand Bill came to a vote in the House 
Ways and Means Committee, where a 17-to-8 vote 
defeated it. 

Critics of the Forand measure, however, picked 
primarily on its details and in many instances over- 
looked the philosophy behind it. To the medical 
profession, the philosophy underlying a proposal 
of this sort is more important than whether the bill 
provides 60 or 90 days of hospitalization, whether 
it provides medical as well as surgical services, or 
whether or not there is a requirement that the pa- 
tient be responsible for some of the cost. 

Basically, the question comes down to the simple 
problem of whether the Social Security System is to 
continue as a system of cash payments to eligible 
persons, or is to enter the field of providing services. 
If it is to encompass services, will not the provider 
—the government—soon begin to say not only what 
is to be provided but how it is to be done? To have 
a government bureau deciding how or how much a 
physician will treat a patient is unthinkable! 

The medical profession has been alert to this pos- 
sibility. Unfortunately, the profession has been so 
busy defending itself against the villification of 
labor and other supporters of Forand-type proposals 
that it has had little opportunity to alert other major 
sections of our economy to resist this trend toward 
an ever-larger government and an ever-smaller 
citizen. 
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A position of defense in legislation is not comfor- 
table. The proponent of a proposition which you 
know instinctively is wrong, turns to you and says: 
“You say my proposal is wrong. All right, you come 
up with something better.” Politically, this is excel- 
lent strategy; philosophically, it overlooks the obvi- 
ous truth that one need not know the right answer 
to a problem in order to recognize the wrong one. 

The medical profession, challenged to “come up 
with something better,” has been striving to evolve 
a positive program which would, at one time, pro- 
vide health care for the needy elderly and yet not 
open the way to what could become a system under 
which medical decisions with regard to treatment 
of patients are made by persons other than the phy- 
sicians who are carrying out the treatment. 

Out of this search has come an eight-point pro- 
gram which the American Medical Association has 
adopted and publicized. It depicts the need for 
aiding the elderly whose financial resources are 
strained, for fostering additional facilities in nurs- 
ing homes, for expanding voluntary insurance and 
for providing homemakers’ services. The A.M.A. 
statement also touches on the undesirability of con- 
sidering age 65 as a mandatory retirement age, on 
the need of stressing health education among the 
elderly and on the ravaging effects of inflation for 
those with fixed incomes. 

Even before the A.M.A. had issued its eight-point 
program the Council of the California Medical Asso- 
ciation had approved a statement of position and 
had sent representatives to Chicago to discuss it 
with A.M.A. leaders. The C.M.A. statement strikes 
more at the fundamentals of the problem than at 
details. It is intended to serve as a framework upon 
which a program can be constructed. 

In brief, the C.M.A. statement makes these points: 


The profession urges all citizens to provide 
for their health care needs during their produc- 
tive periods and later, using insurance mecha- 
nisms. 
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There are many variations by locale in re- 
sources and needs and these should be taken 
into consideration instead of imposing nation- 
wide standards on all areas. 

Where community and individual resources 
are inadequate, government may be required 
to provide assistance; where this is done, 
grants-in-aid to the states should be utilized for 
local administration. 

If federal funds are needed to assist those 
who cannot provide for themselves, such funds 
should come from general funds and not be 
made a part of the OASI program of Social Se- 
curity. This program is not based on need, it 
excludes many people who are needy and it 
makes no allowance for community or personal 
resources. 

If government funds are used, they should be 
used to purchase insurance which would cover 
home, office and in-hospital medical and surgi- 
cal services, hospital care and catastrophic cov- 
erage, this last point to be emphasized. 


Included in the C.M.A. statement is a brief item 
which many politicians have overlooked so far. This 
item: “Where an individual is able to provide for 
his own medical care . . . government has no role.” 
This should be called to the attention of all propo- 
nents of governmental give-away plans, if for no 


other reason than to inject a little reality into the 
discussion of a social problem. 

As of this date Congress has rejected the Forand 
Bill, HR 4700. It has turned down a proposal ad- 
vanced by the Secretary of Health, Education and 
Welfare. It has received a number of additional pro- 
posals aimed at giving some coverage for health 
care needs to the elderly. Some of these are so new 
that there has not been time to hold hearings on 
them. 

From the welter of legislation offered, and from 
the hesitancy of many members of Congress to act 
on piecemeal legislation until after the President’s 
Conference on Health Care for the Aged, scheduled 
for January, there seems to be emerging in Wash- 
ington a classic legislative deadlock. With national 
elections only a few months away, neither political 
party wants to support a proposal made by the 
other. 

While deadlocks may hamper progress, they may 
also give time for sane thinking and analysis. In 
this instance it is to be hoped that the aggregate 
thinking may include the findings of the President’s 
Conference. With a sound approach to the real prob- 
lem involved, we may hope to develop a program 
designed to supply help where it is needed and to 
prevent the destruction of our philosophical ideals 
in the name of political expediency. 
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MEDICAL ASSOCIATION 


Council Meeting Minutes 


Minutes of the 459th Meeting of the Council, Statler- 
Hilton Hotel, Los Angeles, April 23-24, 1960. 


The meeting was called to order by Chairman 
Sherman in the Golden State Room of the Statler- 
Hilton Hotel, Los Angeles, on Saturday, April 23, 
1960, at 9:30 a.m. 


Roll Call: 


Present were President Foster, President-Elect 
Bostick, Speaker Doyle, Vice-Speaker Heron and 
Councilors MacLaggan, Wheeler, Todd, Quinn, 
O’Neill, Kirchner, O’Connor, Shaw, Rogers, Gifford, 
Murray, Davis, Miller, Sherman, Campbell, Morri- 
son and Teall. Absent for cause Secretary Hosmer, 
Editor Wilbur, Councilor Anderson. 


A quorum present and acting. 


Present by invitation were Messrs. Hunton, 
Thomas, Clancy, Collins, Marvin, Whelan and Dr. 
Batchelder of CMA staff; Messrs, Hassard and Hu- 
ber of legal counsel; Messrs. Read, Salisbury and 
Fraser of the Public Health League; county execu- 
tives Field of Los Angeles, Bannister of Orange, 
Brayer of Riverside, Dochterman of Sacramento, 
Nute of San Diego, Neick of San Francisco, Thomp- 
son of San Joaquin, Wood of San Mateo, Donovan 
of Santa Clara, Funk of Solano, Dermott of Sonoma, 
Bailey of Tulare and Blankfort of Marin; Doctor 
Malcolm Merrill, State Director of Public Health; 
Doctor John Keye of the State Department of Social 
Welfare; Doctor Edward Rudin of the State Depart- 
ment of Mental Hygiene; Robert Richards of the 
American Society of Internal Medicine; Messrs. 
Paolini and Lyon of California Physicians’ Service; 
Doctors Donald Harrington, Werner F. Hoyt, Dan 
O. Kilroy, Clark Abbott, George Herzog, Wayne Pol- 
lock, William Kaiser, Douglas Donath; Doctor E. 
Vincent Askey, president-elect of the American Med- 
ical Association, and others. 
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HEARINGS ON C.M.A. CONTINUING 
EDUCATION AND SCIENTIFIC ACTIVITIES 


The C.M.A. Committee on Continuing Edu- 
cation and Scientific Activities will hold two 
open hearings within the next two months. 
One is scheduled for 9:30 a.m., June 19, at the 


Hilton Inn, International Airport, San Fran- 
cisco. The other will be held July 10 beginning 
at 9:30 a.m., at the Hyatt House, 5547 Century 
Boulevard, Los Angeles. 

Any C.M.A. member wishing to appear at 
either meeting is invited to do so. 





1. Minutes for Approval: 


On motion duly made and seconded, minutes of 
the 458th Council meeting, held March 26, 1960, 
were approved. 


2. Membership: 

(a) A report of membership as of April 20, 1960, 
was presented and ordered filed. 

(b) On motion duly made and seconded, 304 de- 


linquent members whose dues had been received 
since April 1, 1960, were voted reinstatement to 
membership. 


(c) On motion duly made and seconded, in each 
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instance, 37 applicants were elected to Associate 
Membership. These were: 

Donald Ash, Hubert Chan, Robert Ju Wen Chang, 
Thomas John Mudge, Kathryn Williams, Alameda- 
Contra Costa County; Harry N. Hook, Harriet B. 
Randall, Robert A. Sills, Harry G. Smith, Eugene 
Thomas, Clara E. Vanbery, Roy L. Walford, Jr., Los 
Angeles County; Werner A. Einfalt, Robert Marsh 
Patterson, Napa County; George F. Warner, Orange 
County; Karl Murphy, Riverside County; Chauncey 
Baird, Doris E. Berger, Carrol S. Small, San Ber- 
nardino County; Wayne Irving Newton, San Diego 
County; Edward G. Biglieri, Phillis Bourne, Hope 
Corey, Francis J. Curry, Otto Guttentag, Joseph Ja- 
cobs, Steven E. Ross, San Francisco County; James 
E. Yates, San Joaquin County; Alvin Joe Scull, 
Santa Barbara County; Cecil R. Gavel, Charles A. 
Neff, Elmo R. Zumwalt, Tulare County; Jack C. 
Borel, Pei Chu Chao, William Kern, William R. 
Rich, Charles E. Spellman, Ventura County. 

(d) On motion duly made and seconded in each 
instance, 16 members were voted Retired Member- 
ship. These were: 

Ralph W. Bigger, Allen Morrow, William A. Per- 
kins, Alameda-Contra Costa County; H. Robert 
Dykes, Sr., William L. Griffin, Arthur Wm. Hewitt, 
DeWard W. Jones, Charles Duane Miller, Niels 
Nedergaard, William Alfred Pettit, Jules C. Welch, 
Walter Williams, Los Angeles County; Masa Atsu 
Harada, Sacramento County; Leroy C. Abbott, 
Adolph Berg, Fred H. Zumwalt, San Francisco 
County. 

(e) On motion duly made and seconded in each 
instance, 14 members were voted a reduction of dues 
because of prolonged illness or postgraduate study. 


3. State Department of Public Health: 


Doctor Malcolm Merrill, State Director of Public 
Health, reported that studies were being made on 
the extent of the use of x-rays and other sources of 
radiation. He also reported that the use of poliomye- 
litis vaccine in March was at about the same level 
as a year earlier. 

On motion duly made and seconded, at Doctor 
Merrill’s request, the chairman was authorized to 
name a Councilor as a consultant to the Depart- 
ment’s study of subsidies to local health departments 
to be made at the request of state authorities. Doctor 
Sherman named Doctor John G. Morrison as the 
consultant. 

It was agreed to refer to the Commission on Pub- 
lic Agencies the matter of consultation and coopera- 
tion with the Board in promoting greater usage of 
poliomyelitis vaccine. 

Doctor Merrill also reported that the Board of 
Health has adopted a resolution urging communities 
to adjust the fluoride content of their water supplies 


VOL. 92, NO. 6 * JUNE 1960 


to levels advocated for maximum protection against 
dental caries, 


4. State Department of Mental Hygiene: 


Doctor Edward Rudin of the State Department of 
Mental Hygiene reported that the department was 
looking into the establishment, as a pilot study, of 
a day-hospital for the treatment of mental illness. He 
also announced a conference of directors of Short- 
Doyle facilities to be held on May 24-25, to which 
all physicians are invited. 


5. California Physicians’ Service: 


Doctor John G. Morrison gave a progress report 
on California Physicians’ Service. No action re- 
quired. 


6. Commission on Medical Services: 


Chairman Donald Harrington of the Commission 
on Medical Services reported on several topics, in- 
cluding: 

Referral to the Bureau of Research and Plan- 
ning the proposal made at the March 26 Council 
meeting for investigation into the philosophy and 
principles to be followed in considering the role 
played by government in medical care programs. 
On motion duly made and seconded, this referral 
was approved. 

Creation of a subcommittee to study the Social 
Security program. Approved by the Council. 

Stimulation of the usual fee concept in the 
county medical societies and establishment of 
public service committees where they do not exist 
or are not functioning effectively. Approved by 
the Council. 

Strengthening of the liaison with insurance car- 
riers, to work for more effective coverage under 
indemnity programs. 


Doctor Harrington reported that 13 counties are 
now federated to provide coverage through founda- 
tions for federal employees. California Physicians’ 
Service will handle the underwriting aspects of this 
coverage, as subcontractor. 

Doctor Harrington also gave a report on a con- 
ference held in New York under labor auspices on 
the subject of rising medical care costs. 


Mr. Whelan reported on a regional meeting of the 
A.M.A. Committee on Medical Care held in Reno, 
Nevada, April 1 and 2, on the subject of welfare 
medical care programs. Doctor S. R. Sherman repre- 
sented the C.M.A. at this meeting. 


Councilor Quinn reported on the Medical Advis- 
ory Committee to the State Department of Social 
Welfare, to which Doctor Sherman has been elected 
Chairman, and on a medical care study being done 
on 300 patients. Doctor Quinn also reported on a 
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Washington meeting on the subject of the control of 
dangerous drugs. 


7. Report of the President: 


President Foster reported on progress at meetings 
of the Governor’s Committee on Medical Aid and 
Health and stated that staff assistance would be 
needed to evaluate some of the material produced by 
this committee. On motion duly made and seconded, 
it was voted to authorize the Executive Director and 
staff to assist in this matter and to secure the services 
of C.P.S. staff members and actuarial consultants, 
the necessary cost to be provided after approval of 
costs by the Finance Committee. 

Doctor Foster also reported on a meeting held 
with representatives of the Self-Insurers Association 
and suggested that a liaison committee to this group 
be established. The proposal was referred to the 
Committee on Committees. 

With regard to the Student American Medical 
Association, which will hold its annual meeting in 
Los Angeles in May, it was regularly moved, sec- 
onded and voted to share with the Los Angeles 
County Medical Association a cost of $350 for hos- 
pitality. 

Doctor Foster also reported that a national confer- 
ence on prepaid medical care would be held in Chi- 
cago on May 13-14 and urged that the Association 
have several representatives present. On motion duly 
made and seconded, it was voted to authorize Doc- 
tor Donald Harrington to attend this meeting and to 
select one or two additional representatives. 


8. Report of President-Elect: 


President-Elect Bostick reported on visits he had 
made to county medical societies and suggested that 
these visits be organized on lines to make them more 
effective. On motion duly made and seconded, it was 
voted to authorize the Executive Director and staff 
to prepare recommendations to secure the maximum 
benefit from officers’ visits to the counties. 

On motion duly made and seconded, it was voted 
to request the Commission on Medical Services to re- 
view the conditions prevalent in public welfare medi- 
cal care programs to assure the administration of 
these programs in the most effective manner. 


9. Committee on Committees: 


Doctor Bostick reported for the Committee on 
Committees, presenting nominations for various 
commission and committee appointments, which, on 
motion duly made and seconded, were approved by 
the Council. These appointments are listed on an 
appended sheet as a part of these minutes. 


10. Commission on Professional Welfare: 


Doctor Homer Pheasant, chairman of the Com- 
mittee on Health & Accident Insurance, reported that 
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the committee had approved proposals made by 
underwriters of the present disability insurance 
program, under which participants could secure, on 
an underwriting basis, double the present schedule 
of benefits and participants who continued practic- 
ing after reaching the age of 70 years could continue 
their participation on the basis of one-half the stated 
disability benefits for two-year illness disability in- 
stead of three years. The underwriter also agreed 
to provide a 25 per cent maximum retention agree- 
ment, On motion duly made and seconded, it was 
voted to approve this program. 


11. Commission on Public Agencies: 


Doctor Bostick reported on a meeting with repre- 
sentatives of the California Pharmaceutical Asso- 
ciation, at which the pharmacists had requested 
support of their disapproval of the furnishing of 
prescription blanks to physicians by pharmacies 
which imprinted their own names on the blanks. On 
motion duly made and seconded, it was voted to 
reaffirm the Association’s disapproval of this pro- 
cedure. 


On motion duly made and seconded, it was voted 
to refer to the Committee on Scientific Work a pro- 
posal made by the pharmacists for inclusion of a 
pharmaceutical speaker on the programs of the 
Annual Session. 


12. Commission on Community Health Services: 


Doctor MacLaggan reported that a meeting called 
for a discussion of the problem of medical care for 
Mexican agricultural workers had not been held 
because of poor response to invitations and that the 
problem appeared to be centered mainly in Imperial 
County at this time. On motion duly made and 
seconded it was voted to request the commission to 
concentrate its efforts on this matter to that county. 


13. Committee on Legislation: 


Discussion was held on pending legislative pro- 
posals for the provision of medical services to the 
aged population. On motion duly made and sec- 
onded, it was voted to forward to the- American 
Medical Association the content of Resolution No. 
59 from the C.M.A. 1960 House of Delegates, for 
consideration as a basis of policy formation by the 
A.M.A, and to express to the A.M.A. the consensus 
of the Council that the A.M.A. sponsor positive 
legislation to meet the medical care needs of the 
older age group. 


Recess: 


At this point, 6:15 p.m., the Council was declared 
to be in recess until Sunday, April 24, 1960, at 9:30 
a.m. 
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Reconvention: 


The Council was reconvened in the Boston Room 
of the Statler-Hilton Hotel on Sunday, April 24, 
1960, at 9:30 a.m. 

A quorum present and acting. 

A statement prepared by an ad hoc committee 
was presented and discussed. On motion duly made 
and seconded, it was voted to approve this state- 
ment and to empower the Council Chairman to ap- 
point members of the Council to present it to the 
Board of Trustees of the American Medical Asso- 
ciation, with instructions to determine what action, 
if any, the A.M.A. proposed to take on it. 


Adjournment: 


There being no further business to come before it, 
the meeting was adjourned at 12:00 noon. 

SAMUEL R. SHERMAN, M.D., Chairman 

MattHew N. Hosmer, M.D., Secretary 


? 7 ? 


COMMISSION AND COMMITTEE APPOINTMENTS 
April 23, 1960 


Commission on Medical Services: 


Liaison Committee to Department of Health, 
Education and Welfare. It was voted to appoint 
Malcolm Todd, M.D., of Long Beach as chairman of 
the committee and to appoint the balance of the com- 
mittee at a later date. 


Liaison Committee to C.P.S. It was voted to 
recommend that the C.M.A. representatives be as 
follows: Clarence Albaugh, M.D., Los Angeles; 
George Wever, M.D., Stockton; Donald Campbell, 
M.D., San Francisco (Council); Robert McNeil, 
M.D., Los Angeles. The C.P.S. representatives are as 
follows: Paul Hoagland, M.D., Pasadena; Edward 
Liston, M.D., Santa Clara. 


Liaison Committee with California Self-In- 
surers Association. It was voted to appoint the fol- 
lowing for one-year terms: Elmer Gooel, M.D., 
Beverly Hills; Albert G. Miller, M.D., San Mateo 
(Council) ; Milo Youel, M.D., San Diego. 


Bureau of Research and Planning: 


It was voted to appoint T. Eric Reynolds, M.D., 
of Oakland, to fill the unexpired term of Francis E. 
West (resigned), and to appoint John M, Rumsey, 
M.D., of San Diego, to fill the unexpired term of 
John B. deC. M. Saunders, M.D. 

It was voted to appoint Werner Hoyt, chairman, 
and Gerald Shaw, secretary. 


Liaison Committee to State Bar Association: 


It was voted to appoint the following for one-year 
terms: Francis E. West, M.D., Chairman, San Diego; 
J. Norman O’Neill, M.D., Los Angeles; Rees B. Rees, 
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M.D., San Francisco; Cyril J. Attwood, M.D., Oak- 
land; Donald A. Charnock, M.D., Los Angeles. 


Committee on Radio, Television and Motion Pic- 
tures, Public Relations Committee: 


It was voted to appoint the following to the Com- 
mittee on Radio, TV and Motion Pictures: Paul D. 
Foster, M.D., Los Angeles; Eugene Hoffman, M.D., 
Los Angeles; Chester Herrod, M.D., San Francisco; 
John Schaupp, M.D., San Francisco, Chairman; Ed- 
ward Bloomquist, M.D., Los Angeles. 

It was voted to appoint Werner Hoyt, M.D., in 
his capacity as chairman of the Bureau of Research 
and Planning, as an ex-officio member of the Public 
Relations Committee. 


Committee on Blood Banks: 


It was voted to appoint Ted Kimball, M.D., of 
Eureka to fill the unexpired term of George Watson, 
deceased. 


Committee on Allied Health Agencies: 


It was voted to appoint Robert H. Butler, Santa 
Rosa, to fill the unexpired term of Fred Butler, M.D., 
Sonoma (retired). 


Committee on Veterans Affairs: 


It was voted to appoint Milo Youel, M.D., of San 
Diego to the Committee on Veterans Affairs. (Addi- 
tion to the committee. ) 


Committee on Health and Accident Insurance: 


It was voted to appoint George K. Herzog, M.D., 
of San Francisco to fill the unexpired term of Ivan 


C. Heron, M.D. (resigned). 


Committee on Maternal and Child Care: 


It was voted to appoint L. N. R. Leonards, M.D., 
of San Francisco to fill the unexpired term of H. E. 
Thelander, M.D. (resigned). 


Commission on Cancer: 


It was voted to appoint James Doyle, M.D., of Los 
Angeles to fill the unexpired term of Robert Scar- 
borough (resigned) ; and to appoint Burt L. Davis, 
M.D., as chairman of the commission. 


Committee on New and Unproved Methods of 
Cancer Treatment: 


It was voted to appoint James Doyle, M.D., of Los 
Angeles to fill the unexpired term of Robert Scar- 
borough (resigned) on the committee and as chair- 
man. 


Committee on School Health: 
It was voted to appoint Gerald G. Jampolsky, 
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M.D., of Marin County as a member of the commit- 
tee (addition to the committee). 


Commission on Public Agencies: 


It was voted to appoint Omer Wheeler, M.D., of 
Riverside to fill the unexpired term of Warren Bos- 
tick, M.D. (resigned), and appoint Doctor Wheeler 
as chairman. 


Committee on State Medical Services: 


It was voted to appoint Omer Wheeler, M.D., of 
Riverside as chairman of the committee, with Doctor 
Bostick remaining on the committee as a member. 


Beck, GeraALp HENpeERSON. Died in Glendale, April 4, 
1960, aged 66. Graduate of University of Nebraska College 
of Medicine, Omaha, 1921. Licensed in California in 1923. 
Doctor Beck was a member of the Los Angeles County Med- 
ical Association. 

% 

Crane, JAY Freeman. Died in Los Angeles, April 20, 
1960, aged 43, of coronary heart disease. Graduate of Uni- 
versity of Southern California School of Medicine, Los An- 
geles, 1942. Licensed in California in 1942. Doctor Crane 
was a member of the Los Angeles County Medical Asso- 
ciation. 

% 

FrepericH, WituiAM J. Died in Los Angeles, December 
24, 1959, aged 63. Graduate of Rush Medical College, Chi- 
cago, Illinois, 1928. Licensed in California in 1932. Doctor 
Frederich was a member of the Los Angeles County Medical 
Association. 

% 


Getze, Georce Witsur. Died in Long Beach, April 6, 
1960, aged 76, of bronchopneumonia. Graduate of Hahne- 
mann Medical College and Hospital of Philadelphia, Penn- 
sylvania, 1906. Licensed in California in 1926. Doctor Getze 
was a retired member of the San Diego County Medical 
‘Society and the California Medical Association, and an 
associate member of the American Medical Association. 

* 


Hams.eton, Hotianp Georce. Died in Los Angeles, May 
3, 1960, aged 68. Graduate of Bowdoin Medical School, 
Brunswick-Portland, Maine, 1915. Licensed in California 
in 1922. Doctor Hambleton was a retired member of the 
Los Angeles County Medical Association and the California 
Medical Association, and an associate member of the Amer- 
ican Medical Association. 


Ketso, Raymonp W., Sr. Died April 19, 1960, aged 63. 
Graduate of University of Illinois College of Medicine, Chi- 
cago, 1927. Licensed in California in 1927. Doctor Kelso was 
a member of the Los Angeles County Medical Association. 

+ 


Koun, Jacop (Jack) A. Died in Camarillo, March 30, 
1960, aged 69, of heart disease. Graduate of Chicago College 
of Medicine and Surgery, Illinois, 1915. Licensed in Calli- 
fornia in 1955. Doctor Kohn was an associate member of the 
Ventura County Medical Society. 
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Advisory Committee to Medical Assistants 
Association: 


It was voted to appoint the following to the Ad- 
visory Committee: Steward Smith, M.D., San Diego; 
Byron Gifford, M.D., Santa Barbara; Leon Desi- 
mone, M.D., Los Angeles. 


Committee on Committees: 


It was voted to appoint the following to fill one- 
year unexpired terms of Doctors Davis and Wheeler 
(ineligible by virtue of being appointed chairman 
of commissions): J. Norman O’Neill, M.D., Los 


Angeles; Albert G. Miller, M.D., San Mateo. 





Lanc, Maurice DanieL, Died in Long Beach, January 31, 
1960, aged 50, of pulmonary edema. Graduate of Louisiana 
State University School of Medicine, New Orleans, 1936. 
Licensed in California in 1944, Doctor Lang was a member 
of the Los Angeles County Medical Association. 

* 

Laue, Ricuarp Joun, Died in Van Nuys, January 13, 1960, 
aged 39, of coronary thrombosis. Graduate of University of 
Southern California School of Medicine, Los Angeles, 1945. 
Licensed in California in 1945. Doctor Laue was a member 
of the Los Angeles County Medical Association. 

% 

McATEE, JoHN STEPHEN. Died April 10, 1960, aged 71. 
Graduate of Creighton University School of Medicine, 
Omaha, Nebraska, 1910. Licensed in California in 1924. Doc- 
tor McAtee was a member of the Orange County Medica] 
Association. 

+ 

Mesirow, Maurice E.tas, Died in San Francisco, January 
29, 1960, aged 73. Graduate of University of Illinois College 
of Medicine, Chicago, 1907. Licensed in California in 1919. 
Doctor Mesirow was a retired member of the Santa Barbara 
County Medical Society and the California Medical Associ- 
ation, and an associate member of the American Medical 
Association. 

% 

Roop, Morris. Died in Northridge, April 22, 1960, aged 
52. Graduate of Georgetown University School of Medicine, 
Washington, D. C., 1931. Licensed in California in 1948. 
Doctor Rood was a member of the Los Angeles County 
Medical Association. . 

Witson, Epwarp W. Died in Oakland, April 15, 1960, 
aged 50. Graduate of Stanford University School of Medi- 
cine, Stanford-San Francisco, 1935. Licensed in California 
in 1936. Doctor Wilson was a member of the Alameda- 
Contra Costa Medical Association. 

+ 

Wootsey, Cuester Howarp. Died in Woodside, April 21, 
1960, aged 89. Graduate of University of California School 
of Medicine, Berkeley-San Francisco, 1901. Licensed in Cal- 
ifornia in 1901. Doctor Woolsey was a retired member of 
the San Francisco Medical Society and the California Medi- 
cal Association, and an associate member of the American 
Medical Association. 
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PROGRAM 


FRIDAY MORNING, JULY 1 


Pediatrics 


The Physician’s Role in School Failure 


9:30—Three Orientation Lectures: 


Physical Problems Interfering with School 
Achievement—John M. Adams, M.D. 


Emotional Disturbances in the Learning Process 
—Justin D. Call, M.D. 


Intellectual Factors in School Performance— 
Alexander C, Rosen, Ph.D 
11:00—Three Pediatric Panels—You may go to the one 
of your choice. 


Panel 1—Emotional Disturbances—A _ Discussion 
of the Shy Child and the Rebellious Child. 


Panel 2—Physical Handicaps of the School Child. 


Panel 3—The Application of Psychological Tests 
—Further Discussion of the Problems of Learning. 


FRIDAY AFTERNOON, JULY 1 


Medicine 


The Penalties of Executive Competition 


2:00—Three Orientation Lectures: 


Physical Effects of Competition—Morton H. Max- 
well, M.D. 


Emotional First Aid—Marvin A. Klemes, M.D. 
Community and Family Repercussions—Ralph R. 
Greenson, M.D. 


3:30—Two Medical Panels—You may go to the one of 
your choice. 


Panel 1—Physical Problems—The Breakdown of 
the Response Processes. 


Panel 2—Emotional Equilibrium — Factors That 
Influence Emotional Stability. 


7:00—No-Host Cocktail Party. 


8:00—Dinner and Professional Entertainment. Informal 
Dancing to follow. 


SATURDAY MORNING, JULY 2 
Clinical Pathological Conferences 


Cuarves M. BLuMENFELD, M.D., Moderator 


9:30—Pediatric Case Presentation—Dennis N. Marks, 
M.D., John M. Adams, M.D. 


10:30—General Medical Case—John B. Reardan, M.D., 
Morton H. Maxwell, M.D. 


11:30—Obstetrical Gynecological Presentation — J. 
George Moore, M.D., John I. Davis, M.D. 


SATURDAY AFTERNOON, JULY 2 
Office Surgery 


2:00—Three Orientation Lectures: 
Primary Treatment of Acute Hand Injury— 
Franklin L. Ashley, M.D. 
Sprains and Fractures—Charles O. Bechtol, M.D. 


The Control of Itching—Paul Le Van, M.D. 


3:30—Three Medical Panels—You may go to the one of 
your choice. 


Panel 1—Lacerations and Trauma. 
Panel 2—Common Athletic Injuries. 
Panel 3—Skin Tumors. 


HOST: Sacramento Society for Medical Improvement ... REGIONAL CHAIRMAN: Herbert W. Korngold, M.D., 


1217 30th Street, Sacramento, California . 


.. INSTITUTE FEE: $15.00. For additional information, contact Post- 


graduate Activities office, California Medical Association, 2975 Wilshire Boulevard, Los Angeles 5. All California 
Medical Association members and their families are cordially invited to attend. 
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CALIFORNIA MEDICAL ASSOCIATION 


Annual Meeting 


Ambassador Hotel 
LOS ANGELES 


April 30 to May 3, 1961 


Papers for Presentation 


If you have a paper that you would like to 
have considered for presentation, it should 
be submitted to the appropriate section sec- 
retary (see list on this page) no later than 
November 15, 1960. 


Scientific Exhibits 


Space is available for scientific exhibits. 
If you would like to present an exhibit, 
please write immediately to the office of the 
California Medical Association, 693 Sutter 
Street, San Francisco 2, for application 
forms. To be given consideration by the 
Committee on Scientific Work, the forms, 
completely filled out, must be in the office 
of the California Medical Association no 
later than November 15, 1960. (No exhibit 
shown in 1960, and no individual who had 
an exhibit at the 1960 session, will be eli- 
gible until 1962.) 


Medical Motion Pictures 


The daytime Film Symposiums which 
proved so popular during the 1959 and 
1960 sessions will be continued in 1961. 
Evening film programs will be planned for 
doctors, their wives, nurses and ancillary 
personnel. 

Authors desiring to show films should 
send their applications to Paul D. Foster, 


M.D., California Medical Association, 2975 ~ 


Wilshire Blvd., Los Angeles 5. All authors 
are urged to be present at the time of show- 
ing as there will be time allotted for discus- 
sion and questions from the audience after 
each film. 

Deadline: November 1, 1960. 
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AN EARLY START HELPS 


SECRETARIES OF SCIENTIFIC SECTIONS 


ALLERGY Gardner S. Stout 


39 North San eetee autre. San Mateo 


ANESTHESIOLOGY . 


‘ ° Gilbert E. Kinyon 
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DERMATOLOGY AND SYPHILOLOGY Paul M. Crossland 
1120 Montgomery Drive, Santa Rosa 


EAR, NOSE AND THROAT : Marvin W. Simmons 
1020 East McKinley Avenue, Fresno 


| nn a ee ee ee 
625 Broadway, San Diego 1 


GENERAL PRACTICE . A. J. Franzi 


3620 Army Street, San qentes 10 


GENERAL SURGERY... . William P. Mikkelsen 
1930 Wilshire Seahenend, Los Angeles 57 


ee MEDICINE AND 
SURGERY - « + John H. Leimbach, Jr. 


525 cites: Gate tite San Francisco 1 


INTERNAL MEDICINE . ° Clifford B. Cherry 
2400 Beverly Boulevard, Los Angeles 57 


OBSTETRICS AND GYNECOLOGY 
711 D Street, San Rafael 


Edward F. Healey 


ORTHOPEDICS Bret W. Smart 


2929 Summit Street, Oakland 9 


PATHOLOGY AND BACTERIOLOGY George J. Hummer 
1328 22nd Street, Santa Monica 

PEDIATRICS . . ©. «© «© © -« Harry O. Ryan 

194 North El Molino, Pasadena 4 


PHYSICAL MEDICINE... -  §. Malvern Dorinson 
450 Sutter Street, aun Francisco 8 


Robert E. Wyers 
PSYCHIATRY AND NEUROLOGY... _— Zeifert 


Psychiatry: Robert E. Wyers, Metropolitan Hospital, Norwalk 
Neurology: Mark Zeifert, 1065 S Street, Fresno 21 


PUBLIC HEALTH. ... - « Ellis D. Sox 
101 Grove Street, Son Seausines 2 

RADIOLOGY Bs Sten Mes etc ee te John R. Bryan 

450 Sutter Street, San Francisco 8 

UROLOGY. it Sel ele ce Pg + RS og Sam Peck 

233 A Street, San Diego 1 
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PUBLIC HEALTH REPORT 


MALCOLM H. MERRILL, M.D., M.P.H. 
Director, State Department of Public Health 


ONE OUT OF EVERY 50 Californians over the age of 
40 is losing sight due to glaucoma. The estimated 
number of blind persons in California is 28,000. 
Glaucoma is the most important cause of irreversible 
blindness in adults. It is culpable in 14 per cent of 
cases. The annual cost of welfare aid provided to 
needy persons whose blindness is due to glaucoma 
is about two and a half million dollars. 
7 t ? 

The department has embarked upon a broad, new 
approach to the investigation of health effects to 
conditions of life in the establishment of a Com- 
munity Population Laboratory in Alameda and 
Contra Costa counties. 

The purpose of the study is to establish the. rela- 
tionship of mode of life to coronary heart disease, 
to certain sites of cancer, to alcoholism and other 
chronic conditions. 

Because of the concentration of a series of such 
studies within one well-defined population group, 
intensive attention can be given to the personal and 
living characteristics of people which determine the 
occurrence of chronic disease. 

7 7 7 

Thirty-six medical students from 23 schools have 
been selected for summer training in the department, 
assigned to programs and research projects in 19 
bureaus and laboratories. This is the third summer 
such training has been carried on. 

As in the past, a high degree of student interest in 
the program was reflected in 393 applications re- 
ceived from students in 74 medical schools. The 
successful applicants were selected on the basis of 
scholarship and interest in epidemiology and public 


health. 
7 ? 7 

As in past years, the department will maintain 
close surveillance this summer of cases of mosquito- 
borne encephalitis. 

Medical students in training in the department 
this summer will be utilized in the surveillance 
activity. They will make periodic visits to hospitals 
and local health departments in the San Joaquin and 
Sacramento Valley areas to assist in the collection 
of clinical and epidemiologic information on sus- 
pected human cases. 

The Viral and Rickettsial Disease Laboratory will 
participate in research studies and will provide sero- 
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logic tests in the diagnosis of suspected cases, Dur- 
ing the ten-year period 1950-59, 940 laboratory 
confirmed cases have occurred in California, of 
which 621 were due to the Western encephalitis 
virus and 319 to the St. Louis virus. The number of 
cases in a single year has varied from a high of 
420 in 1952 to a low of nine in 1955. 

The natural reservoir of mosquito-borne encephal- 
itis is in birds, and special studies are being carried 
out by the department to obtain more knowledge of 
the occurrence of the disease in its natural reservoir 
for the purpose of developing improved methods of 
prevention and control. 


The Bakersfield Encephalitis Research Laboratory 
will have as its principal project this summer the in- 
vestigation of an extensive control program against 
the Culex tarsalis mosquito in Kern County to deter- 
mine what effect such a program has on the trans- 
mission of the Western and St. Louis viruses. This 
study is being carried out as a cooperative project 
of the University of California School of Public 
Health, this department, and the Communicable 
Disease Center of the U. S. Public Health Service. 


7 t a 


A good start has been made on the program au- 
thorized by the 1959 session of the Legislature to 
protect the public against useless and harmful meth- 
ods of cancer treatment. 


The Cancer Advisory Council, appointed by the 
Governor, held its second meeting in April to lay 
the foundation for collection and testing alleged 
cancer cure methods, 


Under the direction of Dr. John W. Cline, chair- 
man, the group has assessed the problem in Califor- 
nia and determined first courses of action. This new 
program provides a sound basis for determining the 
value of irregular cancer treatment methods. 

When the findings of the council prove a remedy 
worthless, the department has authority to prevent 
hardship and financial loss to persons and their 
families from such quackery. 

7 7 7 

Regulations governing the registration of posses- 
sors of sources of ionizing radiation were adopted 
April 22 by the State Board of Public Health as a 
requirement of the new state law enacted by the 
Legislature in its 1959 session. 
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NEWS & NOTES. 


NATIONAL + STATE - COUNTY 





LOS ANGELES 


Dr. Edward R. Pinckney of Beverly Hills, associate 
clinical professor of medicine of the College of Medical 
Evangelists and executive director of the college’s audiovis- 
ual postgraduate extension courses in medicine, won first 
place in the Seventh Annual National Visual Presentation 
Association’s awards competition held in New York City. 
Dr. Pinckney entered two filmstrip-tape recording medical 
lectures (being produced jointly by C.M.E. and Encyclo- 
paedia Britannica Films, Inc.) in the educational classifica- 
tion to show how physicians who cannot attend medical 
meetings can keep up with the latest developments and tech- 
niques in the medical world at a minimum of expense and 
time. 

* * &* 

Mr. William H. Milburn, Los Angeles, who is in his sec- 
ond year at the University of California School of Medicine, 
Los Angeles, has been awarded a $600 Burroughs Well- 
come Summer Scholarship for research and clinical 
training in the field of the allergic diseases by the Allergy 
Foundation of America. Mr. Milburn will carry out his work 
under the direction of Dr. Ernest M. Heimlich, assistant 
professor of pediatrics (Allergy), and Dr. Stanley W. 
Wright, associate professor of pediatrics, at the department 
of pediatrics, University of California Medical Center, Los 
Angeles. 


SAN FRANCISCO 


The 46th annual Clinical Congress of the American Col- 
lege of Surgeons will be held in San Francisco, October 
10 to 14. More than a thousand participants will take part 
in the various programs as authors of research reports, 
teachers of postgraduate courses, participants in panel dis- 
cussions, lecturers, and operating surgeons in motion pic- 
tures and closed-circuit telecasts, according to the announce- 
ment of the meeting. 

Dr. Leon Goldman, professor and chairman of the depart- 
ment of surgery, University of California School of Medi- 
cine, Berkeley-San Francisco, is chairman of the local com- 
mittee on arrangements. 


SANTA CLARA 


Appointment of Dr. Halsted R. Holman as chief of the 
department of medicine at Stanford University Medical 
School, effective July 1, was announced recently. Dr. Hol- 
man, now on the staff of Rockefeller Institute in New York, 
will also serve as Guggenhime professor at Stanford. He is 
the son of Dr. Emile F. Holman, emeritus professor of sur- 
gery and former chief of surgery at Stanford, and Dr. Ann 
Purdy, emeritus clinical professor of pediatrics. 

As head of the department of medicine, Dr. Holman suc- 
ceeds Dr. David Rytand, who will remain on the faculty as 
Bloomfield professor. 
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HEARINGS ON C.M.A. CONTINUING 
EDUCATION AND SCIENTIFIC ACTIVITIES 


The C.M.A. Committee on Continuing Edu- 
cation and Scientific Activities will hold two 
open hearings within the next two months. One 
is scheduled for 9:30 a.m., June 19, at the Hil- 
ton Inn, International Airport, San Francisco. 
The other will be held July 10 beginning at 
9:30 a.m., at the Hyatt House, 5547 Century 
Boulevard, Los Angeles. 








Any C.M.A. member wishing to appear at 
either meeting is invited to do so. 












GENERAL 


In a constructive effort to clear some of the misconcep- 
tions regarding adoption procedures, the California Med- 
ical Association has mailed its 17,000 members the recently 
approved “Manual of Adoptions for Physicians.” 

The manual is the result of a year-long study by C.M.A.’s 
Committee on Adoptions headed by Dr. George K. Herzog, 
Jr., San Francisco. 

Two types are explained: the agency, or indirect method, 
and the independent, direct method of adoption. 


we * * 


Effective June 15, 1960, the Federal Aviation Agency will 
require that student and private pilots be given their 
medical examinations only by designated medical exam- 
iners, according to an announcement by the Federal Avia- 
tion Agency. This rule reinstates a practice which was in 
effect from 1926 until 1945. In announcing the reestablish- 
ment of this practice, Dr. James L. Goddard, the Civil Air 
Surgeon, emphasized his previous statements that any phy- 
sician may be considered eligible for designation as an ex- 
aminer. Physicians in localities where flying activities are 
conducted may wish to consider filing application for desig- 
nation as official examiners by writing to the Civil Air Sur- 
geon, Federal Aviation Agency, Washington 25, D. C. 


POSTGRADUATE 
EDUCATION NOTICES 





THIS BULLETIN of the dates of postgraduate education 
programs and the meetings of various medical organ- 
izations in California is supplied by the Committee on 
Postgraduate Activities of the California Medical Asso- 
ciation. In order that they may be listed here, please 
send communications relating to your future medical or 
surgical programs to: Mrs. Margaret H. Griffith, Director, 
Postgraduate Activities, California Medical Association, 
2975 Wilshire Boulevard, Los Angeles 5. 


UNIVERSITY OF CALIFORNIA AT LOS ANGELES 


Clinical Traineeships — Anesthesia, Dermatology 
and Pediatric Cardiology. Dates by arrangement. 
Minimum period—two weeks. Fee: Two weeks, $150.00; 
four weeks, $250.00. 

General Pediatrics. Sunday through Wednesday, July 

17 through 20. Lake Arrowhead, University of Cali- 

fornia Residential Conference Center. Sixteen hours. 

Fee: $137.50 (including room and meals). 
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Advance Seminar in Internal Medicine. Wednesday 
through Sunday, July 20 through 24. University of Cali- 
fornia Residential Conference Center, Lake Arrowhead. 
Eighteen hours. Fee: $150.00 (including room and 
meals). 


Dermatologic Therapy. Monday and Tuesday, July 25 
and 26. Twelve hours. Fee: $40.00. 


Advanced Seminars in Dermatology (for Derma- 
tologists). Wednesday through Sunday, July 27 through 
31. University of California Residential Conference Cen- 
ter, Lake Arrowhead. Fourteen and one-half hours. Fee: 
$150.00 (including room and meals). 


Anesthesia for Special Procedures. Wednesday, Thurs- 
day and Friday, August 3, 4 and 5. Eighteen hours. Fee: 
$60.00. 


Arthritis and Rheumatism. Wednesday and Thursday, 
August 17 and 18. Twelve hours.* 


Obstetrical Procedures and Complications. Friday 
and Saturday, August 26 and 27. Twelve hours. Fee: 
$50.00 (includes two luncheons). 


Fetal Electrocardiography. Sunday, August 28. Seven 
hours. Fee: $20.00. 


For Ancillary Personnel 


The College Nurse: New Concepts in Her Profes- 
sion. Friday and Saturday, June 17 and 18. Sixteen 
hours. Fee: $20.00. 


9th Annual Symposium in Clinical Laboratory Tech- 
nology. Saturday and Sunday, June 18 and 19. Sixteen 
hours. Fee: $20.00. 


Workshops for School Nurses: 


Riverside, Tuesday through Saturday, June 21 through 
25. Forty-five hours. Fee: $40.00. 


Los Angeles, Tuesday through Saturday, July 5 through 
9, Forty-five hours. Fee: $40.00. 


San Diego, Wednesday through Sunday, July 13 through 
17. Forty-five hours, Fee: $40.00. 


Methods in Determining Course Content and Collec- 
tion of Clinical Experiences in Maternal and Child 
Health Nursing. Monday through Friday, July 11 
through 22. Sixty hours. Fee: $60.00. 


Cardiac Workshop: Nursing Care of the Cardiac Pa- 
tient Who Undergoes Surgical Intervention. Mon- 
day through Friday, July 25 through August 12. Seventy- 
five hours, Fee: $90.00. 


Contact: Thomas H. Sternberg, M.D., assistant dean for 
Continuing Medical Education, U.C.L.A. Medical Cen- 
ter, Los Angeles 24. BRadshaw 2-8911, Ext. 7114. 


UNIVERSITY OF CALIFORNIA, SAN FRANCISCO 


Crisis: The Recognition and Management of Emo- 
tional Responses to Critical Situations. Thursday 
through Saturday, June 16 through 18. Twenty-one 
hours. Fee: $10.00. 


Obstetrics and Gynecology. Thursday to Saturday, Sep- 
tember 15 to 17. Twenty-one hours. Fee: $50.00. 


A Course in Industrial Medicine. Monday through 
Wednesday, September 12 through 14. Twenty-one 
hours.* 


* Fees to be announced. 
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Advances in Surgical Anatomy, Normal Anatomy 
and Histology of the Eye. Thursday through Satur- 
day, September 22 through 24. Twenty-one hours.* 


Internal Medicine. Wednesday through Sunday, Sep- 
tember 28 through October 2. Thirty-five hours.* 


Surgery, Franklin Hospital. Saturday and Sunday, Octo- 
ber 8 and 9. Fourteen hours.* 


Dermatology. Friday and Saturday. October 14 and 15. 
Fourteen hours.* 


Advances in Ophthalmic and General Pathology. 
Thursday through Saturday, November 3 through 5. 
Twenty-one hours.* 


Psychologic Problems of Medical Practice. Friday 
through Sunday, November 11 through 13. Twenty-one 
hours.* 


Symposium on Ear-Nose-Throat Problems in Chil- 
dren, Children’s Hospital. Saturday, November 19. 
Seven hours. Fee: $12.50. 


A Course in Ophthalmology. Thursday through Satur- 
day, December 1 through 3. Twenty-one hours. Fee: 
$12.50. 


Symposium on Eye Problems in Children, Children’s 
Hospital. Saturday, January 14. Seven hours. Fee: 
$12.50. 


Symposium on Perinatal Problems, Children’s Hospi- 
tal. Saturday, March 11. Seven hours. Fee: $12.50. 


Fundamental Practices of Radioactivity and the Di- 
agnostic and Therapeutic Uses of Radioisotopes. 
Two or three month course limited to one enrollee per 
month, Fee: $350.00. 


For Ancillary Personnel 


Integration of Psychiatric Principles in the Total 
Curriculum. Tuesday to Friday, July 5 to August 12. 
Fee: $100.00. 


Cancer Nursing. Wednesday through Friday, August 10 
through 12.* 


Nursing and People. Monday through Friday, August 
15 through 26. Fee: $30.00. 


Continuing Education Conference Series. Tuesday 
through Friday, September 6 through 16.* 


Administration of Nursing Care. Tuesdays, September 
13 through December 13. Fee: $45.00. 


Nutritional Aspects of Nursing Care. September 21 
through November 9.* 


Contact: Seymour M. Farber, M.D.. assistant dean, De- 
partment of Continuing Medical Education, University 


of California Medical Center, San Francisco 22. MOnt- 
rose 4-3600, Ext. 665. 


STANFORD HOSPITAL, SAN FRANCISCO 
(Lane Presbyterian Medical Center) 


Eye Conference. Each Monday morning. 


Didactic Course in Ophthalmology. Monday and 
Wednesday, 7 to 8:30 p.m. 


Postgraduate Conference, Retinal Detachment. 
Wednesday, Thursday and Friday, September 14, 15, 16. 


Contact: Arthur Selzer, M.D., program committee chair- 
man, San Francisco-Stanford Hospital, Clay and Web- 
ster Sts., San Francisco 15. 
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UNIVERSITY OF SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored by the Los Angeles 
County Heart Association each Wednesday throughout 
the year, 4 to 6 p.m. USC Medical Research Building, 
Room 211, 2025 Zonal Avenue. Residents and interns 
of Los Angeles County, and all armed forces medical 
personnel admitted without fee, Tuition for all other 
physicians: $30.00. (Each session all-inclusive.) 


Basic Home Course in Electrocardiography. One year 
postgraduate series, electrocardiogram interpretation by 
mail. Physicians may register at any time and receive 
all 52 issues. Fifty-two weeks. Fee: $100.00. 


Advance Home Course in Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion by mail. Fifty-two issues: $85.00. Physicians may 
register at any time. 


Hawaii Course: The USC School of Medicine will offer 
the Third Postgraduate Refresher Course to be held in 
Honolulu and on board the S.S. Lurline from August 4 
to August 20, 1960. (As a time and money saver, round 
trip air travel is also possible August 4 to August 14.) 


Contact: Phil R. Manning, M.D., associate dean and 
director, Postgraduate Division, University of Southern 
California School of Medicine, 2025 Zonal Avenue, Los 
Angeles 33. CApital 5-1511. 


COLLEGE OF MEDICAL EVANGELISTS 


CLINICAL TRAINEESHIPS available in all clinical 
departments by arrangement with the Postgraduate Di- 
vision and the chairman of the department or depart- 
ments involved. Eighty hours minimum. Fee: As ar- 
ranged. 


Diseases of the Chest: Two and four-week Trainee- 
ships in cooperation with the Los Angeles County 
Hospital. Dates as arranged. 


Anesthesia. Monday through Friday. Dates as arranged. 
Six months. Fee: $350. 


JOINT MANIPULATION. Monday through Friday, 
8:00 to 12:00, dates to be arranged. Twenty hours. Fee: 
$75.00. 


Alumni Postgraduate Convention Refresher Courses, 
March 12 and 13, on the campus of the College of Med- 
ical Evangelists at White Memorial Hospital. 

For information contact: G. E. Norwood, M.D., assistant 
dean and chairman, Division of Postgraduate Medicine, 
College of Medical Evangelists, 1720 Brooklyn Ave., 
Los Angeles 33. ANgelus 9-7241, Ext. 214. 


CALIFORNIA MEDICAL ASSOCIATION 


POSTGRADUATE INSTITUTE—1960 
(Tenth Anniversary Year) 


Sacramento Valley Counties in cooperation with UCLA 
School of Medicine, July 1 and 2. Tahoe Tavern, Lake 
Tahoe. Chairman: Herbert W. Korngold, M.D., 1217 
30th Street, Sacramento. 


Contact: The chairmen listed above, or Postgraduate Ac- 
tivities Office, California Medical Association, 2975 Wil- 
shire Boulevard, Los Angeles 5. 
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Aupio-Dicest FounpaTIon, a nonprofit subsidiary of the 
C.M.A., offers (on a subscription basis) a series of six 
different hour-long tape recordings covering general 
practice, surgery, internal medicine, obstetrics and 
gynecology, pediatrics and anesthesiology. Designed to 
keep physicians posted on what is new and important 
in their respective fields, these programs survey current 
national and international literature of interest and con- 
tain selected highlights of on-the-spot recordings of 
national scientific meetings, panel discussions, sympo- 
sia, and individual lectures. Audio-Digest Internal Med- 
icine will shortly be available on long-play discs, requir- 
ing only a 33 1/3 rpm phonograph to utilize the service. 
For information contact Mr, Claron L. Oakley, Editor, 
1919 Wilshire Blvd., Los Angeles 57, HUbbard 3-3451. 


Medical Dates Bulletin 
AUGUST MEETINGS 


GERONTOLOGICAL Society, Inc., Mark Hopkins Hotel, San 
Francisco. August 7 through 12. Contact: Mrs. Marjorie 
Adler, administrative secretary, 660 S. Kingshighway 
Blvd., St. Louis 10. 

Reno Sureicay Society 10th Annual Conference. August 
18, 19 and 20. The Mapes Hotel, Reno. Contact: Harry 
B. Gilbert, M.D., 275 Hill Street, Reno, Nevada. 


AMERICAN AsSOCIATION OF BLoop Banks, Jack Tar Hotel, 
San Francisco. August 21 through 26. Contact: John B. 
Alsever, M.D., secretary, 1211 W. Washington St., Phoe- 
nix, Arizona. 

American Hospitat Association, Civic Auditorium, San 
Francisco. August 27 through September 1. Contact: 


Mr. Maurice J. Norby, assistant director, 18 E. Division 
St., Chicago. 


SEPTEMBER MEETINGS 


Paciric Dermatotocic Association Inc. 12th Annual 
Meeting. Empress Hotel, Victoria, British Columbia. 
September 2 through 4. Contact: Edward Ringrose, 
M.D., secretary, 2636 Telegraph Ave., Berkeley. 


Orecon Strate Mepicat Society, Portland. September 7 
through 9, Contact: Mr. Roscoe K. Miller, executive 
secretary, 1115 S. W. Taylor St., Portland 5, Oregon. 


Nevapa State Mepicat Association Annual Meeting. 
September 7 through 10, Stardust Hotel, Las Vegas. 
Contact: Nelson B. Neff, executive secretary, P. O. Box 
2790, Reno, Nevada. 


PosTGRADUATE ASSEMBLY OF SAINT JOHN’s HospITAL. 
September 8 through 10. 9 a.m. to 4 p.m., St. John’s 
Hospital, Santa Monica. Contact: John C. Eagan, M.D., 
director, 1328 22nd St., Santa Monica. 


Santa Barsara County Heart Association Physicians 
Symposium. September 17, 9:00 a.m. to 5:00 p.m., Bilt- 
more Hotel, Santa Barbara. Contact: E. J. Hannon, ex- 
ecutive director, 18 La Arcada Court, Santa Barbara. 


Cauirornia Society oF INTERNAL MEDICINE Annual Meet- 
ing, Yosemite. September 23, 24 and 25. Contact: Bar- 
bara E. Oulton, executive secretary, 350 Post St., San 
Francisco 8. 


Wasuincton State Mepicat Association Annual Con- 
vention. September 25 through 28. Olympic Hotel, Se- 
attle, Washington. Contact: R. W. Neill, executive sec- 
retary, 1309 7th Avenue, Seattle, Washington. 





CALIFORNIA MEDICINE 


Pan-Paciric SurcicaL AssociaTIon 8th Intensive Surgical 
Congress, embracing all Surgical Specialties. Septem- 
ber 27 through October 5. Honolulu, Hawaii. Contact: 
F. J. Pinkerton, M.D., director general, Suite 230, Alex- 
ander Young Building, Honolulu 13. 


OCTOBER MEETINGS 


AMERICAN SOCIETY OF PLASTIC AND RECONSTRUCTIVE SuR- 
GERY. Statler Hotel, Los Angeles, October 2 through 7. 
Contact: Thomas R. Broadbent, M.D., secretary, 508 
E. S. Temple, Salt Lake City. 


San Dieco County Heart AssociaTIon 10th Annual Sym- 
posium on Heart Disease. October 3 and 4. El Cortez 
Hotel. Contact: O. Martin Avison, 3545 Fourth Avenue, 
San Diego 3. 


AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA. 
Coronado Hotel, San Diego. October 5 through 7. Con- 
tact: William T. Fitts, Jr.. M.D., secretary, 3400 Spruce 
St., Philadelphia 4. 


Los ANGELES County Heart Association 30th Annual 
Professional Symposium on Cardiovascular Diseases. 
October 5 and 6. Beverly Hilton Hotel, Beverly Hills. 
Contact: Los Angeles County Heart Association, 2405 
W. 8th St., Los Angeles 57. 

San Francisco Heart Association 30th Annual Post- 
graduate Symposium on Heart Disease. October 5 
through 7. St. Francis Hotel, San Francisco. Contact: 
Mr. Lawrence I. Kramer, Jr., executive director, 259 
Geary St., San Francisco 2. 

WeEsTERN INDUSTRIAL MepicaL AssOocIATION combined 
Meeting with 4th Western Industrial Health Conference. 
October 7 through 9. Jack Tar Hotel, San Francisco. 
Contact: Verne G. Ghormley, M.D., president, 3032 
Tulare Street, Fresno 21. 

AMERICAN COLLEGE OF SurGEONS, 46th Annual Clinical 
Congress, San Francisco. October 10 to 14. Contact: 
William E. Adams, M.D., secretary, 40 E. Erie St., 
Chicago 11. 

AMERICAN CANCER Society CAuiForNIA Division Annual 
Meeting. October 13 through 15. Villa Hotel, San Mateo. 
Contact: Jane N. Lounsbury, assistant director, Field 
Services, 467 O’Farrell, San Francisco. 

Katser Founpation Hospitats 1n NoRTHERN CALIFORNIA 
Fourth Annual Symposium on Human Genetics. October 
14 and 15. Fairmont Hotel, San Francisco, Contact: 
Martin A. Shearn, M.D., Director of Medical Education, 
280 West MacArthur Blvd., Oakland. 


CALIFORNIA ACADEMY OF GENERAL Practice 12th Annual 
Scientific Assembly. October 16 through 19. Masonic 
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Memorial Temple, San Francisco. Contact: William W. 
Rogers, executive secretary, 461 Market St., San Fran- 
cisco 5. 

WesTERN OrTHOPEDIC AssocIATION Annual Convention. 
October 22 through 27, Hotel Del Coronado, Coronado. 
Contact: Mrs. Vi Mathieson, executive secretary, 354 
21st St., Oakland 12. 


ASSOCIATION OF STATE AND TERRITORIAL HEALTH OFFI- 
cers. Jack Tar Hotel, San Francisco. October 26 through 
28. Contact: A. C. Offutt, M.D., secretary-treasurer, 
1330 W. Michigan Street, Indianapolis 7. 


St. Jupe Hosprrac—Fu.terton 2nd Annual Postgraduate 
Assembly. October 27 and 28. St. Jude Hospital. Con- 
tact: B. L. Tesman, M.D., chairman, St. Jude Hospital, 
Fullerton. 

AMERICAN ScHooLt HEAttH Association, San Francisco. 
October 30 through November 4. Contact: A. O. De- 
Weese, M.D., executive secretary, 515 E. Main St., Kent, 
Ohio. 

AMERICAN Pusiic HEALTH AssocIATION, San Francisco. 
October 31 through November 4. Contact: Berwyn F. 
Mattison, M.D., executive director, 1790 Broadway, New 
York 19, 


NOVEMBER MEETINGS 


San Disco County Generar Hospitat 14th Annual Post- 
graduate Assembly. Wednesday and Thursday, Novem- 
ber 2 and 3. San Diego County General Hospital, North 
End of Front Street, San Diego. Contact: Frank H. Car- 
ter, M.D., chairman, 2001 Fourth Avenue, San Diego 1. 


AMERICAN Society OF TropicaL MEDICINE AND HYGIENE. 
Biltmore Hotel, Los Angeles. November 2 through 5. 
Contact: Rolla B. Hill, M.D., executive secretary, 3575 
St. Gaudens Rd., Miami 33, Florida. 


CALIFORNIA CONFERENCE OF LocaL HEALTH Orricers Fall 
Meeting, November 15 and 16. State Department of 
Public Health, 2151 Berkeley Way, Berkeley 4. Contact: 
State Department of Public Health, Berkeley. 


1961 MEETINGS 


CoLiece oF Mepicat Evance.ists Annual Alumni Post- 
graduate Convention. Scientific Assembly, Ambassador 
Hotel, March 14, 15 and 16. Contact: F, Harriman 
Jones, M.D., general chairman, College of Medical 
Evangelists, 316 North Bailey Street, Los Angeles 33. 


CauirorniA Mepicat Association Annual Meeting, Am- 
bassador Hotel, Los Angeles. April 30 through May 3. 
Contact: John Hunton, executive secretary, 693 Sutter 
Street, San Francisco 2; or Ed Clancy, director of pub- 
lic relations, 2975 Wilshire Blvd., Los Angeles 5. 
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THE PHYSICIAN'S Bookshelf 


CALL THE DOCTOR—A Social History of Medical Men 
—Ernest S. Turner; St. Martins Press, 175 Fifth Avenue, 
New York, 1958. 320 pages, $3.95. 


The real flavor of this delightfully written book can only 
be savored by personal reading of the entire volume. Here 
is a history of medical practitioners from 1300 to the present 
time which combines pungent prose with historical fact in 
such a fashion as to produce a book of non-fiction which 
reads like a best selling novel. The story opens in Chaucer’s 
day and begins with a summary of the physician’s rules of 
that time: 

“When called to a patient, find out from his messenger as 
much about him as you can before you arrive. Then if his 
pulse and urine tell you nothing, you can still surprise him 
with your knowledge of his condition. 

“Do not be in a hurry to give an opinion on the patient. It 
will be more valued by the family if they have to wait for it. 

“Tell the patient that with God’s help you hope to cure 
him, but inform the relatives that the case is grave. Then, if 
he dies, you will have safeguarded yourself. If he recovers, 
it will be a testimony to your skill and wisdom. 

“If you are asked to dinner do not be over-effusive in 
your gratitude, and do not quibble about accepting the 
place of honor at the table. Be neither indiscreet nor exact- 
ing. Do not criticize the food, even if it is millet bread which 
turns your stomach. Stay sober. During the meal, enquire 
frequently after the patient, lest he suspect that you have 
forgotten him in your enjoyment of his viands. 

“Do not disparage your fellow physicians. If you do not 
know them personally, say you have heard nothing but good 
of them. 

“Avoid the company or friendship of laymen. They make 
a habit of mocking doctors, and besides, it is not always 
easy to extract a fee from an intimate.” 

There are many other rules. 

In the 1300’s physicians and surgeons alike were almost 
completely ignorant of the most elementary functions of 
the human body. Although the art of medicine seems to have 
been fairly well understood, certainly the science was lack- 
ing. It was not until the renaissance was well under way 
that the church, having been forced to yield ground, began 
to authorize occasional dissections and it was not until 1543 
that Vesalius published his great exposure of the errors of 
Galen’s anatomy. There has been considerable dispute with 
regard to the church prohibition against anatomical dissec- 
tion. It is said that the 1300 edict of Pope Boniface the 
Eighth was issued merely for the purpose of prohibiting the 
Crusaders from carving up their dead to ship home the bones 
but it must be admitted that the decree was widely re- 
garded as a ban on anatomical dissection. 

Medical pressure groups were strong in the 15th Century. 
There were then the Physicians, the Surgeons, the Barbers 
and the Apothecaries. The Physicians organized themselves 
first by forming the Royal College of Physicians in 1518. 
They were soon granted power to license and control the 
practice of medicine and surgery, first in London and then 
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for all England. Prior to that time the church issued licenses 
to practice in London. The Royal College exercised with 
vigor its powers to fine and imprison unqualified practition- 
ers and to search the apothecaries shops for bad drugs and 
poisons. The College even disciplined some of its own mem- 
bers for malpractice and unethical behavior. Sometimes if 
the physician being disciplined was under the protection of 
a great Lord the execution of the sentence became difficult. 


The Surgeons in this period were small in number and by 
comparison with the Physicians their social status was poor 
and their manners were rough. They had little academic 
training. Research was sometimes rather practical, if in- 
human. 


In 1559 when Henry II of France had his eye pierced in 
a joust, by a splinter through his visor, his surgeons be- 
headed four criminals and then thrust broken truncheons 
into their eyes at the same angle in order to see precisely 
what injury the King had sustained. 


The Surgeons in turn were able to look down upon the 
Barbers who had been encouraged by the church because 
of their skill in tonsuring monks to practice minor surgery. 
The Barbers had possessed a charter since 1462 and while 
much of their surgery was confined to lancing boils, treat- 
ing corns and pulling teeth, they frequently undertook to set 
broken limbs and perform amputations. It was in 1540 that 
the Surgeons and the Barbers arranged a marriage of con- 
venience and were duly chartered by Henry VIII. The record 
of disciplinary sessions of the Barber-Surgeons’ Court indi- 
cates that such things as accepting money in advance for 
cures that could not be effected; failure to present danger- 
ously ill patients to the master Surgeons and conducting dis- 
sections in private homes were causes for rebuke as being 
malpractice. The Surgeons clashed repeatedly with the Phy- 
sicians because the Surgeons were not permitted to pre- 
scribe medicines internally. 


The fourth group was the Apothecaries, disdained by the 
Physicians and in turn disdaining the grocers from whose 
ranks they sprang. It was in 1617 that James I obligingly 
incorporated them as the Society of Apothecaries. For gen- 
erations to come apothecaries and grocers were able to quar- 
rel fruitlessly on the theme, “What is a drug?” The Apoth- 
ecaries claimed, on not very good grounds, that the right to 
prescribe and administer medicines had been granted them 
in 1542. 


When we today become overly concerned about the public 
attitude toward the medical profession we may be reassured 
by the physicians’ ability to survive the 17th Century. The 
public of that time was no longer satisfied having an ailment 
identified by its Latin name. They wanted it cured, The 
physician was mocked on all sides for his more vulnerable 
failings—his pretentions, his pedantries, his second-hand 
aphorisms, his quarrelsomeness and his covetousness. Still he 
was the only doctor there was, so when they felt out of sorts 
they sent him their urine and then jeered at the gravity 
with which he tried to “shake it into a disease.” 
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The symbol of the doctor in the 18th Century was his 
gold-headed cane. It is described as a wand of office which 
helped him to impress the patient. It sometimes had a utili- 
tarian function for it contained in its head an aromatic ma- 
terial designed to offset the foul vapors of sick rooms and 
hospital wards. 

The way was slowly prepared through the 18th Century 
for the tremendous advantages of the 19th Century. There 
still was no real system of medical education and training, 
but those who desired to become Physicians, and had con- 
siderable private means passed through the academic futili- 
ties of Oxford and Cambridge or took to medical schools on 
the continent of Europe. Those with more modest means 
apprenticed themselves to practitioners and thereby acquired 
with their virtues, their prejudices and faults. While some 
few of these apprentices would visit a hospital, many of them 
entered practice directly from their apprenticeship. 


The Scots founded the first medical school in Great Brit- 
ain at Edinburgh along the lines of the Boerhaave School at 
Leyden. Other universities such as those of Aberdeen and 
St. Andrews, however, were prone to give diplomas to those 
who had undergone no examination but who perhaps had 
been able to persuade a couple of not very eminent physi- 
cians to certify them fit for practice. Scots degrees could 
even be obtained from brokers in London at that time. The 
prestige of the physicians was doubtless saved by the 
founding in the early half of the 18th Century of the big 
voluntary hospitals. 


The course of medicine is traced through the days when 
theory-spinners would hatch frail and dubious hypotheses 
for the solution of every ailment, through the experiences 
associated with grave robbing and the purchasing of the 
newly-hanged so that anatomy might be learned by dissec- 
tion, to the time when the disciples of Sydenham really 
learned the power of observation. The multiplication of 
medical schools in the early 19th Century increased the 
demand for “subjects” and led to the formation of what 
was euphemistically called “the resurrectionists.” 


About 1800 when there were some 300 students dissecting 
in London, the price of a subject rarely exceeded 1 or 2 
guineas, but 20 years later there were 1,000 students and the 
price had shot up to 8, 10 and even 15 guineas. In France 
the situation was less difficult since those who died in hos- 
pitals and were unclaimed for 24 hours were automatically 
sent for dissection. The resurrectionists of Sir Astley Cooper, 
the famous surgeon, were the most powerful of all. Sir 
Astley Cooper often spent hundreds of pounds supporting 
their families when they were jailed for grave-robbing. 


Sometimes the resurrectionists obtained the bodies of 
former patients for him in order that he might check on 
the cause of death. Sir Astley boasted before the Select 
Committee on Anatomy that “there was no person let his 
situation in life be what it may, whom if he were disposed 
to dissect, he could not obtain.” 


Though progress was slow the London Times wrote on 
January 25, 1856, “Of the 3 learned professions, the medical 
has attained the highest character for disinterestedness. 
Hard things are said of the cupidity of the clergy, the 
wealth of certain benefices affording a strange contrast to 
the poverty of the primitive Church; still harder things are 
said of the lawyers, who are supposed to eat the contested 
oyster while the plaintiff gets one shell and the defendant 
the other; but there is probably no class of the community 
generally so free from mercenary motives as the members 
of the medical and surgical profession.” In that same year, 
however, that same newspaper pointed out how little there 
was that medicine could do for almost any physical ailment. 


It was 1858 before a Medical Registration Act reached 
the Statute book. This is one of the landmarks of medical 
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history. It set up a Register for the profession which de- 
termined the minimum qualifications for admission to that 
Register. When the act was passed it was estimated that 
only 1 in 3 of the practitioners in the British Isles had taken 
the trouble to obtain formal qualifications of any kind. 


With regard to medical jurisprudence the author quotes: 
“Medical evidence delivered in our courts of law has of late 
become a public scandal and a professional dishonour. The 
Bar delights to sneer at and ridicule it; the Judge on the 
bench solemnly rebukes it; the public stand by in amaze- 
ment and honourably minded members of our profession 
are ashamed of it. . . . What is the public to think when, 
for example, they see three doctors on one side swearing on 
behalf of a railway company that the plaintiff is not suffer- 
ing from any injury at all; and three on the other side 
swearing that he is not only suffering from an injury but is 
seriously damaged and probably for life?” This is from 
the British Medical Journal, May 2, 1863. 


E. S. Turner paints a grim picture of the conditions which 
brought about state medicine in England. These merit de- 
tailed reading by every physician as the facts are well docu- 
mented and could help us chart a course, not only better 
for medicine but also for the patient. 


In the 19th Century, the specialists were mainly the eye, 
ear and nose and throat men, the obstetricians and the 
“mind doctors.” By Edwardian times, the general practi- 
tioner was beginning to be concerned about his own status. 
Tremendous advances in medicine, surgery and the ancillary 
sciences made it clear that no one man could master the 
whole field of medicine. Specialisms began to multiply very 
rapidly. There was considerable discontent in the profes- 
sion, probably some if it engendered by the revolution 
through which it was passing. There were too many doctors. 
For every practitioner who charged a guinea there was one 
who charged five shillings and another who was ready to 
take sixpence. Unscrupulous manufacturers were teaching 
the nation to dose itself with medicines which should have 
been prescribed if at all, by doctors. In 1906, a newspaper 
announced that it would give free medical advice to anyone 
who filled in a coupon. 


Ungrateful or opportunist patients had taken to suing 
surgeons for what they fancied to be malpractice, but the 
formation of a medical defense league began to discourage 
the litigious. George Bernard Shaw and the socialists made 
strong recommendations that all doctors should be turned 
into Civil Servants. There were many kinds of contract prac- 
tice at this time. A doctor might organize a personal club 
for impecunious families and perhaps charge twopence or 
threepence a week per family. A few hard pressed doctors 
employed canvassers to persuade people to join their clubs. 
Large numbers of doctors were laboring in varying degrees 
of bondage to all sorts of groups such as Oddfellows, Druids, 
Foresters, Rechabites, Gardeners, and so forth. The effec- 
tiveness of such contract practice seemed to depend largely 
upon the individual practitioner. 


There were many abuses under these contract practices. 
Master tradesmen, publicans and others, who often earned 
more than the doctor, had no qualms about joining clubs 
which entitled them to treatment at a penny a week. There 
was constant pressure on the physician to issue perjured 
certificates, certifying an individual as unfit for work. The 
British Medical Journal of July 22, 1905 published the re- 
sults of a survey of its members on the subject of Contract 
practice. Much of the material in this report would bear 
wider circulation today. 


The matter culminated in 1911. Lloyd George introduced 
his National Insurance Bill to Parliament. Perhaps you 
recall his statement: “Never was legislation more needed. 
Never was it less wanted.” Tremendous opposition was pre- 
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sented by the medical profession to the bill but the oppo- 
sition among the profession was far from unanimous. In 
June 1911, the British Medical Association drew up its 
list of demands which included free choice of doctor by the 
patient, doctors to be answerable not to friendly societies 
but to insurance committees on which the profession was 
represented, medical and maternity benefits to be admin- 
istered by insurance committees, not friendly societies, an 
income limit of two pounds per insured person, and so 
forth. The friendly societies referred to are the ones which 
had organized contract practices. Most of the concessions 
were granted before the bill passed. The capitation fee was 
increased and the profession began to be divided. In a new 
poll of physicians on the panel question, 11,219 voted 
against participation, 2,409 in favor, but about 13,000 ab- 
stained. In the end, the revolt of the doctors was broken by 
the doctors themselves. At Bradford, England says the au- 
thor, the local practitioners had refused to touch the panel 
system and the town’s insurance committee advertised for 
candidates and at once received applications from three 
times as many doctors as they needed. Fifty of these appli- 
cants were to be appointed when the dissenting doctors 
hurriedly decided they would work the panel scheme. 


The battle left many scars. The British Medical Associa- 
tion, many felt, had been revealed as just another stubborn 
trade union with the difference that other trade unions were 
able to invoke more solidarity in their ranks. Its leaders had 
been spoiling for a fight and their noses had been bloodied. 
The Association’s own proposals for insurance schemes had 
been buried in the battle. The fact that for many genera- 
tions the same association had campaigned for numerous 
schemes for social betterment and improvements in public 
health, most recently in the school medical service, was for- 
gotten, if indeed it was ever known. 


As the book draws to a close and approaches the present 
day, it points up the general social and professional changes 
which were urged upon the profession. The British Medical 
Association itself, had proposed valuable reforms and ad- 
vances, most of which had been rejected by stiff-necked 
politicians. A great deal of nonsense was talked on all sides 
on the theme of free choice of doctor. It was a topic on 
which the man on the street, if he thought about it at all, 
was liable to have cynical views. If his doctor sold out 
overnight to a new man, where did free choice of doctor 
come in. Generally, the patients stayed with the take-over 
doctor unless they had powerful reasons for disliking him. 
Doctors were more often chosen on frivolous grounds such 
as the year and make of car or the number of new hats 
the doctor’s wife was seen to be wearing, than his own 
personal skill. 


The safeguarding of the doctor-patient relationship was 
also apt to be too subtle a concept for the ordinary man. 
The March 6, 1948 Lancet struck a realistic note with re- 
gard to the doctor-patient relationship. After another period 
of revolt and stiff opposition by the British Medical Asso- 
ciation the National Health Service Bill passed in. Novem- 
ber of 1946. The destruction of the physician’s opposition 
was accomplished much in the same fashion as had been 
done earlier with the Lloyd George bill. 


The doctors’ campaign had many lessons, not least in the 
field of public relations. The doctor is in the hands of the 
politicians, says Turner. All parties and almost all news- 
papers tend to take his grievances with a pinch of salt, 
chiefly because the British Medical Association has a repu- 
tation for over-playing its hand. Yet, it is evident that there 
is a vociferous section of doctors for whom the association 
is not militant enough, quite apart from those doctors who 
believe it is militant in the wrong direction. The patient, 
who is not without his irritations at this stage, is apt to 
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grow impatient with doctors’ behavior in the mass, espe- 
cially when they group themselves under political labels. 
Yet, as a rule, he has no quarrel with and indeed, every 
admiration for his own doctor. He likes to think his doctor 
will not strike, even if all the others do. 

We might end by saying, “He who hath an ear to hear, 
let him hear.” 
Eucene S. Hopp, M.D. 


* * * 


CURRENT APPROACHES TO PSYCHOANALYSIS— 
Edited by Paul H. Hoch, M.D., Dept. of Mental Hygiene, 
State of New York; College of Physicians and Surgeons, 
Columbia University, New York City; and Joseph Zubin, 
Ph.D., Dept. of Mental Hygiene, State of New York; 
Dept. of Psychology, Columbia University, New York City. 
(The Proceedings of the Forty-Eighth Annual Meeting of 
the American Psycho-Pathological Association, held in 
New York City, February 1958). Grune & Stratton, 381 
sane Ave. South, New York 16, N. Y., 1960. 207 pages, 

50. 


“Current Approaches to Psychoanalysis” consists of a 
group of papers (and their discussions) which were pre- 
sented at the 1958 meeting of the American Psychopatholog- 
ical Association. The stated purpose of the symposium was 
to bring together some of the outstanding current trends in 
psychoanalysis by providing a platform for the representa- 
tives of each of these trends. If it were hoped that the 
differences between various schools of psychoanalysis would 
be clearly highlighted in a way that could be understood 
by either the public or the medical profession, the editors 
have failed to achieve their objective. 

A brief outline of the Psychoanalytic Theory of the Neu- 
roses by Robert Waelder, an attempt at a critical analysis 
of Freud’s contributions by Sandor Rado, a review of the 
thinking of Harry Stack Sullivan and Erich Fromm by 
Clara Thompson, and a summary of Karen Horney’s Theory 
of Neurosis by Joseph Vollmer-Hausen are included along 
with a series of papers on clinical applications and evalua- 
tion studies. These will not help very much toward clarifying 
for the medical profession the many questions it has about 
psychiatry and psychoanalysis, The serious student of be- 
havior, personality development, and of comparative treat- 
ments for emotional disorders, will find parts of the book 
interesting. 


Norman Q. Britt, M.D. 


* * * 


DISEASES OF THE NOSE, THROAT AND EAR—A 
Handbook for Students and Practitioners—Seventh Edi- 
tion—I. Simson Hall, M.B., Ch.B., F.R.C.P.E., F.R.C.S.E., 
Surgeon to the Royal Infirmary, Edinburgh (Department 
for Diseases of Nose, Throat and Ear). Distributed in the 
United States by the Williams & Wilkins Co., Baltimore 
2, Maryland, 1959. 467 pages, with eight colored plates, 
$5.00. 

Although this seventh edition of Mr. I. Simson Hall’s 
handbook entitled “Diseases of the Nose, Throat and Ear” 
(first edition published in 1937) is well organized, brief, 
and nicely written, it shares the usual defects of other new 
editions of little old medical books written and revised by 
distinguished authors. The little volume is not adequately 
revised; in some places it is amusingly archiac, but else- 
where the lack of revision is most disturbing. Those readers 
who are primarily interested in medical history will find 
the illustrations and the list of formulae (included in the 
appendix) to be very absorbing. 

Since our schools are devoting increasingly larger numbers 
of hours to the teaching of otorhinolaryngology, this hand- 
book cannot be recommended as a text for American medical 
students. It is unsuitable for use as a reference book by 
physicians engaged in practice or in postgraduate training. 


Cuartes P. Leso, M.D. 
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